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STDs         Sexually Transmitted Diseases 
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Sexually transmitted infections (STIs) were ranked among the most 
important threats to public health. In developing countries STIs have 
for several decades ranked among the top five infections for which 
adult seek health care services. 
Recent evidence prove that people infected with STIs run much 
higher risks of contracting HIV infection through direct biological 
mechanisms, and with reduced awareness of people of such diseases 
and their sequel the need for control become ever pressing. 
Knowledge about health and health seeking behavior in relation to 
STIs, what makes people decide to seek professional attention for 
suspected STIs, or their priorities when using services for sexual 
health, can help pragramme planners to identify obstacles to early 
diagnosis and effective treatment of STIs and implement appropriate 
interventions. 
Truck drivers are a mobile group whose health is constantly under 
pressure, they are globally referred to as high-risk group who are 
highly vulnerable to HIV/AIDS/STI. 
Objective:- 
This descriptive cross-sectional community based study was 
conducted with attempt to study the prevalence, pattern, and 
determinants of health care-seeking behavior in relation to STIs 





Methodology: -  
A descriptive cross – sectional community based study at soba truck depot, 
in which structured, close ended questionnaire was administered to 422 
truck drivers in addition to focus group discussion with 6 different 
groups. 
Result:- 
The study revealed that most of the respondents were Sudanese with 
mean age of 35 years, and low income (73.5%), knowledge was found 
to be high (92%). The prevalence of the main syndromes during the 
last 12 months was found to be 17.5% for urethral discharge, 5.7% for 
genital ulcer, and 12.3% for lower abdominal pain. The study showed 
low level of partner's notification (14.9%). Slightly more than half of 
our respondent (51%) selected governmental hospital for treatment, 
and reason for preference of health providers were found to be easy 
accessibility to services, confidentiality and good attitude of staff, 
availability of drugs with high level of satisfaction (95%). Treatment 
compliance found to be also high (87.9%), in contrast to very low 
condom use rate (5%). Health education message by health providers 
was very poor (5%). Stigma (38.1%), ignorance of disease and its 
sequel (23.8%), loss of privacy (9.5%), were the main barrier for 
seeking care.  The study revealed significant relation between 
initiation of care and income, knowledge, and age (P=0.001, 0.005, 
0.005 respectively, and insignificant relation with income (P=0.200), 
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education (P=0.267) and Choice of health provider. Still no significant 
relation between accessibility to treatment and income (P=0.836) and 
education (P=0.668), Compliance with treatment was found to be 
significantly related to knowledge about STIs (P=0.005). Condom use 
was found to be significantly related to knowledge (P=0.006), but 
insignificantly related to age (P=0.338), and marital status (0.336). 
Conclusion:-   
The study concluded that the prevalence of STIs is similar to 
prevalence in African countries. Lay referral play important role in 
the management of STIs, easy accessibility to services and drugs, 
privacy, confidentiality, and friendly attitude of the health staff were 
the main reasons for preference of a health facility. Knowledge, 
income, and stigma, are important determinants of STIs care seeking 
behavior. 
Recommendations:- 
The main recommendation of this study was to improve the access to 
STIs services along the high ways, and at the truck stops. To raise 
awareness of the general population using media, video shows and 
tape cassette.  Collaboration with different health care providers to 
use common STIs management protocol, focusing on behavior 
change, by peer and other education, and further exploring and 
enhancing condom use. As health seeking behavior is 
multidimensional including social, cultural, economical and 
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psychological factors, a medical anthropological study design is also 





 ﻣﻦ اهﻢ اﻟﻤﺨﺎﻃﺮ اﻟﺼﺤﻴﻪ اﻟﺘﻰ ﺗﻮاﺟﻪ اﻟﺪول اﻟﻨﺎﻣﻴﻪ ﺣﻴﺚ أﻧﻬﺎ واﺣﺪﻩ ﺗﻌﺘﺒﺮ اﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ
  .ﻣﻦ أآﺜﺮ ﺧﻤﺲ اﻣﺮاض ﺷﻴﻮﻋﺎ
ﺜﺮ ﻋﺮﺿﺔ ﺗﻜﻤﻦ اﻟﻤﺨﺎﻃﺮ اﻟﻤﺮﺗﺒﻄﺔ ﺑﺎﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ ﻓﻰ آﻮن اﻟﻤﺼﺎﺑﻴﻦ ﺑﻬﺎ هﻢ اﻷآ
آﺬﻟﻚ ﻗﻠﺔ اﻟﻮﻋﻰ اﻟﺼﺤﻰ ﺑﺎﻟﻤﺨﺎﻃﺮ اﻟﻤﺮﺗﺒﻄﺔ ، ﻟﻺﺻﺎﺑﺔ ﺑﻔﻴﺮوس ﻧﻘﺺ اﻟﻤﻨﺎﻋﺔ ﻷﺳﺒﺎب ﺑﻴﻮﻟﻮﺟﻴﻪ
ﻣﻌﺮﻓﺔ ﺟﻤﻴﻊ اﻷﺳﺒﺎب اﻟﺘﻰ ﺗﺤﺪد اﻟﺴﻠﻮك واﻟﺘﺼﺮف . ﺑﺎﻹﺻﺎﺑﺔ ﻣﻤﺎ ﻳﺆدى ﻟﺘﺠﺎهﻞ أو ﺗﺄﺧﻴﺮ اﻟﻌﻼج
ﻣﺮاض ﻣﻦ ﺗﺠﺎﻩ اﻷﻋﺮاض اﻟﻤﺮﺗﺒﻄﺔ ﺑﺎﻹﺻﺎﺑﺔ ﻳﻔﻴﺪ اﻟﻘﺎﺋﻤﻴﻦ ﻋﻠﻰ اﻣﺮ اﻟﺼﺤﺔ ﻋﻠﻰ ﻣﻨﻊ ﺗﻔﺸﻰ هﺬﻩ اﻷ
ﺧﻼل إﻳﺠﺎد اﻟﺤﻠﻮل ﻟﻤﻌﻮﻗﺎت اﻟﻌﻼج ﺧﺎﺻﺔ ﻓﻰ أوﺳﺎط اﻟﻤﺠﻤﻮﻋﺎت اﻷآﺜﺮ ﻋﺮﺿﻪ ﻟﺨﻄﺮ اﻹﺻﺎﺑﺔ 
  .ﺑﺴﺒﺐ اﻟﺴﻠﻮك
  -:اﻷهﺪاف
ﺣﺴﺐ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ ﻓﻰ هﺬا اﻟﻤﺠﺎل ﻳﻌﺘﺒﺮ ﺳﺎﺋﻘﻰ اﻟﺸﺎﺣﻨﺎت اﺣﺪ اﻟﻤﺠﻤﻮﻋﺎت اﻷآﺜﺮ ﻋﺮﺿﻪ 
ﻬﺎد اﻟﻤﺘﻮاﺻﻞ ﺑﺴﺒﺐ ﻃﺒﻴﻌﺔ اﻹﺟ، ﻟﻠﺨﻄﺮ وذﻟﻚ ﻷﺳﺒﺎب ﻋﺪﻩ ﺗﺸﻤﻞ اﻟﺒﻌﺪ ﻋﻦ اﻻﺳﺮﻩ ﻟﻔﺘﺮات ﻃﻮﻳﻠﺔ
وﻣﻌﺮﻓﺔ اﻹﺗﺠﺎهﺎت ، اﻟﻌﻤﻞ ﻟﺬا إﺳﺘﻬﺪﻓﺖ اﻟﺪراﺳﺔ ﻣﻌﺮﻓﺔ ﻣﺪى إﻧﺘﺸﺎر اﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ
ودراﺳﺔ وﻣﻌﺮﻓﺔ  اﻷﺳﺒﺎب اﻟﺘﻰ ﺗﺤﻮل دون اﻟﻌﻼج ، واﻟﺴﻠﻮك ﻟﻠﻤﻌﺎﻟﺠﺔ ﻋﻨﺪ أﻟﻺﺻﺎﺑﺔ آﻬﺪف ﻋﺎم
ﻟﻌﺎزل اﻟﺬآﺮى آﺄهﺪاف وأﺳﺒﺎب إﺧﺘﻴﺎراﻟﻮﺣﺪات اﻟﺼﺤﻴﺔ وآﺬﻟﻚ اﻷﺳﺒﺎب اﻟﻤﺆدﻳﻪ ﻟﻌﺪم إﺳﺘﺨﺪام ا
  .ﺧﺎﺻﻪ ﻟﻠﺪراﺳﺔ
  -:ﻣﻨﻬﺠﻴﺔ اﻟﺒﺤﺚ
 6 ﺷﺨﺺ ﻣﻦ اﻟﺸﺮﻳﺤﺔ اﻟﻤﺴﺘﻬﺪﻓﺔ ﺑﺎﻹﺿﺎﻓﺔ ﻟﻨﻘﺎش 224 ﺷﻤﻠﺖ اﺳﺘﺒﻴﺎن ﻋﺪد دراﺳﺔ وﺻﻔﻴﺔ
  .ﻣﺠﻤﻮﻋﺎت ﺑﺆرﻳﺔ
  -:اﻟﻨﺘﺎﺋﺞ
ﻣﻨﻬﻢ  هﻢ %( 5.37. ) ﺳﻨﻪ53أﻇﻬﺮت اﻟﻨﺘﺎﺋﺞ أن اﻏﻠﺐ اﻟﺴﺎﺋﻘﻴﻦ ﻣﻦ اﻟﺴﻮداﻧﻴﻦ وأن ﻣﺘﻮﺳﻂ اﻟﻌﻤﺮ هﻮ 
وﺟﺪت اﻟﺪراﺳﺔ أن ﻣﻌﺪل . ﻟﺪﻳﻬﻢ ﻣﻌﺮﻓﻪ ﺑﺎﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ%(  29. )ﻣﻦ ذوى اﻟﺪﺧﻞ اﻟﺒﺴﻴﻂ
اﻟﻢ أﺳﻔﻞ اﻟﺒﻄﻦ ﻣﺼﺤﻮب ، %(7.5)ﻗﺮﺣﻪ ، %(5.71) ﺷﻬﺮ اﻟﺴﺎﺑﻘﻪ ﻟﻠﺴﻴﻼن 21اﻹﺻﺎﺑﻪ ﺧﻼل ال 
إﺧﺘﺎرو اﻟﻌﻼج ﻓﻰ وﺣﺪات ﺻﺤﻴﻪ %( 15)، ﻓﻘﻂ اﻋﻠﻨﻮ ﻋﻦ ﺷﺮآﺎﺋﻬﻢ %( 9.41%(. )3.21)ﺑﺈﻓﺮاز 
ﻣﻨﻬﻢ أآﻤﻞ اﻟﻌﻼج ﺑﻴﻨﻤﺎ %( 59)،ﺻﻞ ﻣﻊ ﻣﻘﺪﻣﻰ اﻟﺨﺪﻣﻪ وﺗﻮﻓﺮ اﻟﺪواءﺣﻜﻮﻣﻴﻪ ﻟﻘﺮﺑﻬﺎ وﺳﻬﻮﻟﺔ اﻟﺘﻮا
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وﺟﺪت . ﻓﻘﻂ ﺗﻠﻘﻰ ﺗﺜﻘﻴﻒ ﺻﺤﻰ ﻣﻦ ﻗﺒﻞ اﻟﻤﻌﺎﻟﺞ%( 5)آﺬﻟﻚ ، ﻓﻘﻂ إﺳﺘﺨﺪﻣﻮ اﻟﻌﺎزل اﻟﺬآﺮى%( 5)
%( 5.9)وﻓﻘﺪان اﻟﺨﺼﻮﺻﻴﺔ%( 8.32)اﻟﺠﻬﻞ ﺑﺎﻟﻤﻀﺎﻋﻔﺎت، %(1.83)اﻟﺪراﺳﻪ ان اﻟﺨﻮف ﻣﻦ اﻟﻌﺎر
اﻟﻤﻌﺮﻓﺔ ﺑﺎﻷﻣﺮاض ، ﺬﻟﻚ ﺗﻮﺟﺪ ﻋﻼﻗﺔ ﺑﻴﻦ اﻟﺪﺧﻞ اﻟﺸﻬﺮىآ. هﻰ ﻣﻦ أهﻢ أﺳﺒﺎب ﻋﺪم ﻃﻠﺐ اﻟﻌﻼج
 ﻻ ﺗﻮﺟﺪ ﻋﻼﻗﻪ ﺑﻴﻦ إﺧﺘﻴﺎرﻣﻘﺪم اﻟﺨﺪﻣﺔ وآﻞ  (.500.0 ,500.0 ,100.0=P)ﺑﺪء اﻟﻌﻼج  واﻟﻌﻤﺮ وﺑﻴﻦ
ﺗﻮﺟﺪ ﻋﻼﻗﺔ ﺑﻴﻦ إآﻤﺎل اﻟﻌﻼج ، (=P )762.0وﻣﺴﺘﻮى اﻟﺘﻌﻠﻴﻢ( 200.0=P)ﻣﻦ اﻟﺪﺧﻞ اﻟﺸﻬﺮى
ﻻﺗﻮﺟﺪ ﻋﻼﻗﺔ ﺑﻴﻦ إﺳﺘﺨﺪام اﻟﻌﺎزل اﻟﺬآﺮى ﻣﻊ آﻞ (. 500.0=P)واﻟﻤﻌﺮﻓﺔ ﺑﺎﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ
  (.600.0=P) واﻟﻤﻌﺮﻓﺔ )633.0=P( واﻟﺤﺎﻟﺔ اﻹﺟﺘﻤﺎﻋﻴﻪ )833.0=P(ﻣﻦ اﻟﻌﻤﺮ
  -:اﻟﺨﻼﺻﺔ
ﺧﻠﺼﺖ اﻟﺪراﺳﺔ ﻟﻠﺘﺸﺎﺑﻪ اﻟﻜﺒﻴﺮ ﺑﻴﻦ ﻣﻌﺪل إﻧﺘﺸﺎر اﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ ﻓﻰ اﻟﺴﻮدان واﻟﺪول 
ب اﻟﻮﺣﺪة اﻟﺼﺤﻴﺔ ﺣﺴﻦ ﻣﻌﺎﻣﻠﺔ ﻣﻘﺪﻣﻰ اﻟﺨﺪﻣﺔ ﻗﺮ، اﻟﺘﺤﻮﻳﻞ اﻟﻤﻘﺘﺮن ﺑﻨﺼﺢ اﻷﺻﺪﻗﺎء، اﻻﻓﺮﻳﻘﻴﻪ
ﺑﻴﻨﻤﺎ ﺛﺒﺖ أن اﻟﻤﻌﺮﻓﺔ ، وﺗﻮﻓﺮوﺳﻬﻮﻟﺔ اﻟﺤﺼﻮل ﻋﻠﻰ  اﻟﺪواء ﻣﻦ أهﻢ أﺳﺒﺎب إﺧﺘﻴﺎر اﻟﻮﺣﺪة اﻟﺼﺤﻴﺔ
  .ﻣﺴﺘﻮى اﻟﺪﺧﻞ واﻟﺨﻮف ﻣﻦ اﻟﻌﺎر ﻣﻦ أهﻢ اﻷﺳﺒﺎب اﻟﻤﺆﺛﺮة ﻓﻰ اﻟﺴﻠﻮك ﺗﺠﺎﻩ اﻟﻤﻌﺎﻟﺠﺔ، ﺑﺎﻷﻣﺮاض
  -:اﻟﺘﻮﺻﻴﺎت
ﻮﻓﻴﺮ اﻟﺨﺪﻣﺔ اﻟﺼﺤﻴﺔ ﻋﻞ ﻃﻮل اﻟﻄﺮق اﻟﺴﺮﻳﻌﺔ وﻓﻰ ﻣﻨﺎﻃﻖ أهﻢ اﻟﺘﻮﺻﻴﺎت ﻓﻰ هﺬﻩ اﻟﺪراﺳﺔ هﻰ ﺗ
رﻓﻊ اﻟﻮﻋﻰ اﻟﺼﺤﻰ ﻟﻌﺎﻣﺔ اﻟﻤﺠﺘﻤﻊ ﺑﺎﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ . ﺗﺠﻤﻊ اﻟﺸﺎﺣﻨﺎت ﺣﺘﻰ ﻳﺴﻬﻞ اﻟﺤﺼﻮل ﻋﻠﻴﻬﺎ
ﻋﺮوض اﻟﻔﻴﺪﻳﻮ واﻟﻜﺎﺳﻴﺖ ﻟﻠﻤﺠﻤﻮﻋﺎت اﻟﻤﻌﺮﺿﺔ ﻟﺨﻄﺮ ، ﺟﻨﺴﻴﺎ ﺑﺈﺳﺘﺨﺪام وﺳﺎﺋﻞ اﻹﻋﻼم اﻟﻤﺨﺘﻠﻔﺔ
ﻟﺨﺪﻣﺔ ﻓﻰ اﻟﻘﻄﺎﻋﻴﻦ اﻟﻌﺎم واﻟﺨﺎص ﻣﻨﻬﺎ ﻟﻠﻌﻤﻞ ﻋﻠﻰ ﺗﻘﺪﻳﻢ ﺗﻨﺴﻴﻖ اﻟﺠﻬﻮد ﻣﻊ ﺟﻤﻴﻊ ﻣﻘﺪﻣﻰ ا. اﻹﺻﺎﺑﺔ
ﺗﺮآﻴﺰ اﻟﺠﻬﻮد ﻟﺘﻐﻴﺮ اﻟﺴﻠﻮك وذﻟﻚ . اﻟﺨﺪﻣﺔ ﻣﻦ ﺧﻼل ﺑﺮوﺗﻜﻮل ﻣﻮﺣﺪ ﻳﻀﻤﻦ ﺟﻮدة اﻟﺨﺪﻣﺎت اﻟﻤﻘﺪﻣﻪ
ﺑﺘﺪرﻳﺐ اﻟﺰﻣﻼء ﻓﻰ اﻟﺤﻘﻞ اﻟﻮاﺣﺪ ﻟﺘﺄﺛﻴﺮهﻢ اﻟﻜﺒﻴﺮ ﻓﻰ إﺳﺪاء اﻟﻨﺼﺢ وآﺬﻟﻚ اﻟﻘﺒﻮل ﻣﻦ زﻣﻼءهﻢ 
،  ﻳﺸﺘﻤﻞ ﻋﻠﻰ اﻟﻜﺜﻴﺮ ﻣﻦ اﻟﻤﺆﺛﺮات اﻹﺟﺘﻤﺎﻋﻴﺔ واﻟﺜﻘﺎﻓﻴﺔ واﻟﻨﻔﺴﻴﺔاﻹﺗﺠﺎﻩ واﻟﺴﻠﻮك ﻟﻠﻤﻌﺎﻟﺠﺔ. ﺑﺎﻟﺤﻘﻞ
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   1. INTRODUCTION 
 
Sexually transmitted infections (STIs) were ranked among the most 
important threats to public health. (1) In developing countries STIs have for 
several decades ranked among the top five infections for which adult seek 
health care services (2) 
The  need for good control of STIs has become ever pressing with recent 
evidence that people infected with STIs run much higher risks of contracting 
HIV infection through direct biological mechanisms .Primary prevention of 
STIs , involving changes in sexual behavior , appears to have enjoyed 
limited success. And the role of secondary prevention, involving the 
detection and treatment of STIs, is therefore crucial. Secondary prevention 
requires that individuals at risk of STIs present themselves to appropriate 
services. And that those services would be acceptable to them to encourage 
repeat use and "lay referral"of others. (1)  
The early recognition of symptoms, presentation to health facilities and 
compliance with effective treatment should reduce the spread of treatable 
STIs. Health behavior ( in contrast to simply health seeking behavior ) will 
affect peoples action when they suspect an infection , if people continue to 
have sexual contact once they have recognized symptoms then they could 
infect more people and thereby increase the epidemic. Self treatment with 
antibiotics or other methods is another aspect of heath behavior which will 
have an impact on control of diseases. Self treatment using inadequate 
methods (including antibiotics and other treatment) may prolong the period 
of infectiousness prior to presentation for effective treatment and can also 
lead to the development of resistant strains. (3) 
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STIs are a major public health problem among adolescents and young adults, 
more than fifteen million cases of STIs are diagnosed every year and 
approximately 65% of these cases are diagnosed in people under the age of 
24 years, the estimated annual cost of major STIs in the USA is $ 10 billion, 
or $ 17 billion if sexually transmitted HIV infection are included. (4) 
 
Secondary prevention efforts, aimed at interrupting disease transmission are 
dependant upon identifying and lessening barriers to STIs services including 
system level barriers, such as long waiting times, cost and inconvenient 
clinic hours, social barriers, such as fear and stigma attached to STIs, and 
interpersonal barriers, such as judgmental and discriminatory behavior on 
the part of staff and provider. Young people may experience more barriers to 
STIs services than their older counterparts due to limited resources, lack of 
information and increased sensitivity to others’ perceptions of themselves. (4) 
 
An important determinant of effective STIs control is the health seeking 
behavior of people with STIs who seek care from alternative sources such as 
traditional healers, private clinic, pharmacist, and market vendors. 
Traditional healers in particular are well reputed in African rural 
communities and are often considered to be the most appropriate initial point 
of contact for help when symptoms of STIs are thought to be linked to 
traditional beliefs and related perceptions.  (5) 
Little is known, however, about what makes people decide to seek 
professional attention for suspected STIs, or about their priorities when 
using services for sexual health. It is particularly important that these 
questions be addressed given that only minorities of those reporting risk 
markers for STIs transmission attend clinics. (1) 
- 3 - 
 
Truck drivers are a mobile group whose health is constantly under pressure. 
Occupational safety and health issues are common and include injuries 
sustained when loading or repairing the vehicle, musculo-skeletal problems 
related to long time spent sitting in sub-optimal seats. Tight delivery 
schedules result in long-working hours, stress and fatigue. Social isolation, 
check points, harassment by officials, inadequate resting facilities increase 
stress. Some of the coping strategies have been identified as casual and 
commercial sex and substance abuse. Possible consequences with a 
significant public health dimension are sexually transmitted infections 
(STIs) and HIV/AIDS as well as road accidents. With continuous 
improvements in road infrastructure and increased transport facilitation, the 
number of trucks traveling long distances is likely to grow significantly and 
could in turn aggravate the health risks of truck drivers. Time spent away 
from home may increase, and so might social isolation; different degrees of 
health risks may not be understood due to lack of information, language 
problems and a different cultural context. (6) 
Truck drivers are globally referred to as high-risk group who are highly 
vulnerable to HIV/AIDS/STI as well as - being mobile population-
transmitting HIV/AIDS/STIs. This is partly due to the lifestyles and sexual 
behavior of long distance truck drivers that exhibits close similarities in 
Sudan or elsewhere in Africa. (7) 
     1-1. Rationale:- 
1. STIs control is a preventive intervention in the fight against 
HIV/AIDS, knowing the magnitude and distribution of STIs cases is 
important. 
2. Because of the stigma attached to STIs, a symptomatic case, non-
specific symptoms and infected individual do not seek care, so 
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epidemiological surveys can provide more accurate information on the 
prevalence of STIs. 
3. Knowledge about the relative importance of alternative providers 
could encourage better collaboration with some of these groups, 
encourage early referral for effective antibiotic treatment, and help 
remove or reduce potential barriers to STIs control. 
4. In order to provide realistic , acceptable and culturally appropriate 
STIs message it is important to appreciate  the knowledge, attitudes, 
practice and behavior of the community, this can be obtained through 
research on community including:- 
(i) Knowledge and the perception of the importance of STIs. 
(ii) Health care – seeking behavior. 
(iii) Constraints to seeking STIs care. 
5. Most of the studies conducted world wide, and in Sudan were either 
behavioral surveillance surveys, prevalence surveys or even 
assessment of an intervention programme with health care seeking 
behavior as a complementary part. Only one study had been 
conducted in Sudan among female attending ANC clinic at Khartoum 
North during 2005. 
6. Finally knowledge about health and health seeking behavior in 
relation to STIs can help pragramme planners to identify obstacles to 
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1-2. Objectives:- 
1-2-1. General objective:-  
          To study the prevalence, pattern, and determinants of health care–
seeking behavior in relation to STIs among long distance truck drivers at 
soba truck depot –Khartoum state during 2006. 
1-2-2. Specific objectives:-  
I. To estimate the prevalence of symptomatic STIs among the study 
population using syndromic-based approach. 
II. To assess the effect of the following  factors on the pattern of care-
seeking behavior in relation to STIs :- 
Age, sex, marital-status, socioeconomic status, education, and 
nationality.     
III. To identify factors that influence care-seeking behavior and choice 
between different care-providers. 
IV. To identify reasons for preference of care-provider from user 
perspective. 
V. To identify barriers to STIs care for symptomatic patient. 
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2. LITERATURE REVIEW 
2-1. Health seeking behavior:- 
Health seeking behavior is part of a wider concept, health behavior. In its 
widest sense, health behavior includes all those behaviors associated with 
establishing and retaining a healthy state, plus aspects of dealing with any 
departure from that state. Mechanic refers to "illness behavior",  a term 
which includes attention to pain and symptomatolgy, the process by which 
symptoms are defined, accorded significance and socially labeled, to the 
extent of seeking help, and the change in life regimen as a result. Thus 
health seeking is only a small part of a wider concept. (3) 
2-2.What are the influences on health seeking behavior? 
While little has been written specifically about health behavior in relation to 
STIs, there is extensive literature on health behavior in general. Differing 
models health seeking behavior are still debated, but the growth of 
operational research into health service delivery has sponsored a more 
pragmatic approach to the area. In recent years the dichotomy of the 
"qualitative versus quantitative" approach has been in part superseded at the 
level of measuring health seeking behavior by a combined approach 
associated with "rapid assessment" methods. The different models of health 
seeking behavior can be studied to produce a broad framework to inform 
investigation and intervention, particularly in the context of looking at use 
and non-use of "modern" medical services in developing countries. The 
framework includes the following categories of factors: 
 
2-2-1. Characteristics of the subject:-  
Age, gender, marital-status, ethnicity, formal education, occupation, 
resources, knowledge about STIs, interaction with family and community.  
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2-2-2. Characteristics of the disease:-  
Acute or chronic, severe or trivial, etiological beliefs, expected benefit from 
treatment.   
2-2-3. Characteristics of the health service:- 
Accessibility, appeal (opinion and attitudes towards traditional and modern 
healers), acceptability, quality, availability of drugs, accessibility of drugs, 
treatment effectiveness, communication, and cost. 
All the factors included in the model above can interact, leading to 
differences in individual behavior for different conditions and on different 
occasions. The important questions for any investigation to cover include the 
recognition of particular symptoms, the perception of those symptoms and 
the threat of disease. The extent to which symptoms are disrupting family, 
work, and other social activities. They should also include availability of 
treatment resources, physical proximity, psychological and monetary costs 
of taking action (including costs, time, money, effort, stigma, social 
distance, feeling of humiliation and the like), beliefs in the efficiency of 
recommended health care (itself related to beliefs about the cause of the 
disease). 
Cultural factors are repeatedly included in health behavior models. While 
these may seem difficult targets for intervention, it is important to include 
some study of this in any investigation. Cultural factors may relate to beliefs 
about disease causation and to the potential efficacy of different forms of 
care, and have been said to affect the toleration or not of different symptoms. 
But "between cultures" variation is only one factor, with considerable, often 
greater, "within culture" variation in response to particular symptoms or 
states. These are related to many variables in the model above, including 
age, gender and class. These points are an important background because in 
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the context of sexually transmitted diseases many of the aspects of the wider 
health behavior model will be altered. The general stigma associated with 
STD, the frequent repression of discussion about sexuality and reproduction 
are likely to have a major impact, particularly in relation to sources of advice 
about what symptoms means and where to go for help. (3) 
2-3. STIs background:- 
There are more than 20 pathogens that are transmissible through sexual 
intercourse. Many of them are curable by appropriate antimicrobial 
treatment. However, in spite of the availability of effective treatment, 
bacterial STIs are still a major public health concern in both industrialized 
and developing countries. The exact magnitude of the STIs burden is 
frequently unknown. Although passive STIs surveillance systems exist in 
some countries, the data is not always reliable or complete. The quality and 
completeness of the available data and estimates depend on the quality of 
STIs services, the extent to which patients seek health care, the intensity of 
case finding and diagnosis and the quality of reporting. The completeness is 
further affected by the STIs natural history, since a large number of 
infections are asymptomatic. Moreover, only part of the symptomatic 
population seeks health care and even a smaller number of cases are 
reported. The social stigma that is usually associated with STIs may result in 
people seeking care from alternative providers or not seeking care at all. As 
a result, report-based STI surveillance systems tend to underestimate 
substantially the total number of new cases. (8) 
2-3-1.Route of transmission:- 
The most common route of transmission for STIs is sexual contact: vaginal, 
anal or oral. Some STIs can also be transmitted through contaminated 
medical equipment or blood transfusions, and from mother to baby during 
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pregnancy and delivery. The most common curable STIs are syphilis, 
chancroid, gonorrhea, chlamydia and trichomoniasis. Incurable STIs are 
caused by viruses, e.g., HIV/AIDS, genital herpes, genital warts and 
hepatitis B and C. Candidiasis and bacterial vaginosis are considered 
reproductive tract infections, rather than STIs.  (9) 
2-3-2. Common STI symptoms include:- 
Unusual discharge from the vagina or penis, pain or burning with urination, 
itching or irritation of the genitals sores, blisters or lumps on the genitals, 
rashes, including those on the palms of hands and soles of feet, lower 
abdominal pain, and swelling in the groin (inguinal swelling). Many STIs do 
not cause any symptoms, especially in women. Asymptomatic STIs can still 
have serious consequences and can still be transmitted to others. Women are 
more vulnerable than men to STIs, for biological, social and economic 
reasons. (10) 
2-3-3. Why focus on STIs? 
• STIs are among the most common health problems affecting adults 
worldwide. Sub-Saharan Africa has the highest incidences and 
prevalence of STIs. 
• STIs may be present without symptoms or with symptoms that are 
mild and transient, but they may have severe long-term consequences 
such as infertility, ectopic pregnancy, chronic illness and premature 
death. 
•  In unborn and newborn children chlamydial infections, gonorrhea and 
syphilis can produce serious and often life-threatening conditions 
including congenital disease, pneumonia and low birth weight. 
• Infection with human papillomavirus increases the probability of 
developing carcinoma of the cervix, which is the second leading cause 
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of cancer-related mortality in females worldwide, killing some       
240000 women per year. Making a correct diagnosis of a sexually 
transmitted infection is essential for the provision of appropriate and 
effective treatment.  
•      Four fundamental benefits derive from investment in control of 
sexually transmitted infections:-   
i.  Their control reduces the enormous burden of morbidity and 
mortality due to sexually transmitted infections in both resource-
constrained and developed countries, both directly, through its 
impact on quality of life, sexual and reproductive health and 
child health, and indirectly, through its impact on national and 
individual economies. 
ii.  It is a cost-effective intervention to prevent HIV infection; other 
sexually transmitted infections enhance the sexual transmission 
of HIV: genital herpes specifically, and genital ulcers in general, 
increase the transmission of HIV 50-300-fold per episode of 
unprotected sexual intercourse.  
iii. It helps to prevent serious complications such as tubal infertility, 
carcinoma of the cervix and maternal death. 
iv. Finally, it will reduce adverse outcomes of pregnancy, such as 
stillbirth and perinatal death due to syphilis, and blindness caused 
by gonococcal and chlamydial infections. (11) 
•    Four principal obstacles block control of sexually transmitted 
infections:-  
i.  Ignorance and lack of information perpetuate misconceptions and 
associated stigmatization. The latter in turn leads to reluctance of 
patients to seek appropriate treatment, difficulty in notifying 
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sexual partners, and preference for private-sector treatment, which 
is often inadequate. This problem is particularly relevant in 
resource-poor settings and for marginalized populations. 
ii.  The asymptomatic nature of most sexually transmitted infections 
and the lack of screening programmes or rapid, inexpensive 
diagnostic tests mean that large numbers of people experience 
unrecognized chronic infections and the long-term consequences 
of untreated infections.  
iii.  At the policy level, stigmatization, prejudice and a lack of 
appreciation of the disease burden of sexually transmitted 
infections have resulted in inadequate financing for control 
measures.  
iv. Finally, efforts to integrate care for sexually transmitted infections 
into reproductive health care, with involvement of the private 
sector, have proved to be more complex than expected.(11) 
2-3-4.The epidemiological context:- 
Factors affecting the rate of spread of an STI:- 
i. The probability that an exposed susceptible person will acquire the 
infection is (b). 
ii. The rate of exposure of susceptible persons to infected people is (c).  
iii. And the time that newly infected persons remain infectious is (d). 
These three factors determine the case reproduction rate (Ro). 
Ro may be viewed as an equation: Ro = b*c * d  
The higher the values of b, c and d, the higher Ro will be, the higher the 
value of Ro, the greater the potential for the spread of the infection. 
The three factors (b, c, and d) are subject to a variety of influences and vary 
across populations, over time and for different organisms. An understanding 
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of these factors and the influences upon them provides a basis for 
interventions. For example;  
Factor "b" is influenced by biological and microbial factors, condom use, the 
presence of other STIs, circumcision, status and practices such as dry sex 
and vaginal douching.  
Factor "c" is influenced by patterns of sexual mixing, frequency of partner 
change, time gaps between sexual partnerships and concurrent partnerships. 
Factor "d" is influenced by health care-seeking behavior, quality of case 
management and the presence of screening programs. (12) 
2-3-5. Core groups:- 
All members of a community are not at equal risk for acquiring and 
transmitting STIs. Relatively small groups of individuals, which have high 
rates of partner change (high "c"), increase the rate of spread of STIs 
disproportionately compared with the general population. These groups are 
termed "high frequency transmitters" or "core groups". The "Ro" for core 
groups is high and these groups play an important role in the establishment 
and maintenance of STIs in a community. 
Also of significance are "bridging groups", the members of which have sex 
both with core groups and the general population. 
Bridging groups thus spread infections into the general population. 
Commercial sex workers are an important core group, while their clients 
may be bridging groups. Other core and bridging groups may include people 
working away from home (e.g., migrant workers, long-distance truck drivers 
and military personnel), men who have sex with men, substance abusers and 
young people. 
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Infections are spread from core or bridging groups to individuals in the 
general population who have lower rates of partner change. These 
individuals are less likely to transmit the infection any further (low "Ro"). 
For example, men frequenting commercial sex workers transmit infection to 
their wives, who do not have any other sex partners. Treatment of one STI in 
a core group may prevent the spread of the infection to several other 
individuals in bridging groups and the general population. From the 
perspective of controlling STIs in a community, interventions targeting core 
groups are likely to have a greater impact on STI incidence and be more 
cost-effective than those interventions targeting the general population. Over 
and Piot have shown the economic implication of early detection and 
treatment of STIs. They have estimated that the cure or prevention of 100 
initial cases of gonorrhea in the non-core groups prevents a total of 426 
future cases of gonorrhea in the next 10 years. If the 100 cases prevented are 
extracted from the core group, the number of cases averted rises to 4278. (12) 
2-3-6. Syndromic management context:- 
Diagnosis based on laboratory testing is the preferred method of STI case 
management, but is not feasible in many settings. Clinical etiological 
diagnosis is unreliable and should not be used. 
Syndromic management is a simplified method of STI case management 
based on seven main syndromes, which does not rely on laboratory testing. 
The concept of a syndromic approach was developed by WHO during the 
1970s as a simplified method of case management for STIs. The approach, 
which is not dependent upon laboratory diagnosis, was intended to improve 
the management of STIs in resource-constrained settings. Although there are 
more than 30 organisms which may be transmitted through sexual 
intercourse, as a group these organisms give rise to a limited number of 
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clinical syndromes. The basis of syndromic case management is the 
identification of a consistent and easily recognizable group of symptoms and 
signs, which constitute a defined syndrome. (12) 
2-3-6-1. Syndromic case management consists of:- 
• Identification of a group of symptoms and signs, which constitute a 
defined syndrome. 
•  Prescription of a combination of drugs covering the main pathogens 
responsible for the syndrome in a particular geographical area or 
population. 
•  Use of syndromic case management flowcharts (algorithms) to guide 
diagnosis and treatment. (Annex). 
2-3-6-2. Advantages of the syndromic approach include:- 
• Effectiveness particularly for urethral discharge syndrome (UDS) and    
     genital ulcer syndrome (GUS).  
• Efficiency (patient does not have to wait for lab results) 
• Facilitation of standardized STI management practice  
2-3-6-3. Limitations include:- 
• over-diagnosis and over-treatment  
• inability to detect asymptomatic infections 
• problem with management of vaginal discharge 
The vaginal discharge problem centers the decision of whether to treat for 
vaginitis only, or for cervicitis as well as vaginitis 
Accepting the limitations of the syndromic approach, attention should focus 
strongly on aspects of STI service delivery which may feasibly be 
improved.(12)                                                                                                                                                                                                     
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2-4. Situation in Sudan:- 
  Some factors that affect the prevalence of HIV/AIDS/STIs are likely to 
have more effect on the future. The fact that Sudan borders nine African 
countries with uncontrolled population movement of those who live on both 
sides put Sudan in a critical situation, where data from neighboring countries 
showed high prevalence of HIV/AIDS/STIs. (13) 
2-4-1. Epidemiology:- 
The epidemiological data on STIs in Sudan are scattered and as expected it 
is difficult to find reliable and valid data. The available data that can be used 
are the reports of the sentinel surveillance of SNAP and Safe Mother Hood 
survey result on 1999 and another surveillance conducted by SNAP on 2001. 
These reports were based on syndromic approach from six states namely: 
Khartoum, Nahr Elnil, Kassala, ElGadarif, Bahr Eljabal and Upper Nile: 
In 1999 the commonest syndromes reported were vaginal discharge 39.5%, 
urethral discharge (25.9%), genital ulcer (13.7%), and pelvic inflammatory 
disease (5.1%) ophthalmia neonatorum (2.8%). The total population in the 
six states was 12,049,980 and the prevalence in the six states was estimated 
to be 4.7/1000 population. 
In 2001 56,697 cases of STIs were reported about (79.3%) of the total 
reported cases were in the age group 15-45 years. Concerning sex about 
(63%) of the total reported cases where females while about (37%) were 
males. The commonest syndromes reported were vaginal discharge (45.5%), 
urethral discharge (24.9%), and genital Ulcer (7.5%) ophthalmia neonatorum 
(7.0%). The prevalence estimated to be 4.5/1000 population. (14) 
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In 2003 a study of knowledge, attitude, practice and behavior of truck 
drivers was conducted at Soba alshahinat in Sudan, the study revealed that 
the mean age of the drivers was 34 years, with 20 to 40 years of accounting 
for (94%) of truckers, most of them (94.7%) were literate, and almost half of 
them (49%) have ever been married, the majority were Sudanese (85.5%), 
more than two third of the drivers (67.5%) were away from home for more 
than one month during last year. About twenty five percent (24.6%) of the 
truckers had sex with commercial sex workers (CSWs), concerning 
knowledge about STIs most of them (99%) had heard of diseases that can be 
sexually transmitted, (62.5%) mentioned vaginal discharge as symptom in 
women, (42.5%) mentioned abdominal pain and (26.5%) mentioned burning 
micturtion .Regarding men symptoms (60%) mentioned burning micturtion, 
(51.5%) genital discharge, (27.5%) itching and (14.3%) mentioned genital 
ulcer. Only (8.5%) had genital discharge and (1.7%) had genital ulcer during 
the previous year, and the majority sought advices at private clinic or private 
pharmacy. Ninety seven percent (97%) of those having STDs abstained from 
sex, (73.5%) told their partners about their disease while (38.2%) continued 
having sex with condom use. Causes for using condom were to avoid 
pregnancy (87%) to avoid STDs (90.3%) and to avoid HIV\AIDS (100%), 
while (58.8%) of those who didn’t use condom declared that they didn’t 
think of it,(26.4%) don’t like it, and condom was not available for (19.1%) 
of them.(15) 
In 2004 a behavioral survey conducted in Sudan involved truck drivers from 
both Red Sea and White Nile state showed that still some of respondents 
suffer from health problems. (16.9%) of them suffer from urinary infection 
(3.5%) suffer from discharge, and (1.1%) have organ sore. It showed also 
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that the use of medical treatment is important in case of health 
problems.(15.3%) of the truck drivers said that they used medical treatment, 
however, (4.0%) did not. Concerning practicing sex in the presence of health 
problems, (3.8%) answered positively. About condom use in the presence of 
health problems none mentioned that they are infected now and they use 
condoms, (3.8%) said that they are infected but they do not use condoms. 
The reasons of not using condoms (8.1%) mentioned no reason, (1.3%) said 
that they do not use condoms because condoms are not available, no 
respondent mentioned partner’s refusal, and only (0.3%) said that condoms 
are expensive. (16) 
In 2006 a research was carried out in an attempt for social mapping of the 
truck drivers in Khartoum State with regard to prevalence, knowledge, 
attitude and practice towards HIV/AIDS/STIs it revealed that (69.4%) of the 
drivers and assistants think that their fellow drivers and assistants were 
involved in sexual practices during trips mainly (48.6%) heterosexual or 
both (16.5%) heterosexual and homosexual. (55.3%) reported that they do 
not practice any sexual relation outside marriage relationship or before 
marriage for those single or divorced. (24.2%) reported that they practice sex 
with three or more sex partners. (9.9%) reported infection with STDs in the 
past or currently and (94.5%) have taken drugs or currently taking drugs for 
healing.  
Concerning use of condoms (25%) have never heard about or saw a condom, 
(47.1%) heard about the condom but never seen one while (27.8%) have 
heard about and seen a condom in their life. Only (8.9%) have heard about, 
seen and used a condom. (17) 
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No studies concerning care seeking behavior in relation to STIs  among  
high risk groups including truck drivers were found, only one study about 
care seeking behavior was conducted at Khartoum North during 2004 to 
shed light in STIs and risky behavior of married women towards treatment, 
revealed that (59.3%) suffer from vaginal discharge, (34.1%) of them don’t 
attend any treatment unit, and of those who attended clinic (5.1%) seek 
treatment after 60 days of symptoms recognition, the study also revealed that 
(94%)  of respondents  prefer  to use  modern  treatment  in the  future. (18) 
 
2-5. Global situation:- 
The exact magnitude of the STIs burden is frequently unknown .STIs are not 
evenly dispersed with the greatest burden falling on developing countries 
and within countries on underprivileged people and women in particular. 
WHO estimated that 340 million new cases of syphilis, gonorrhea, 
chlamydia and trichomoniasis have occurred world wide in 1999 in men and 
women aged 15-49 years. 
In 1990 WHO estimated over 250 million new cases of STIs had occurred 
that year. The estimate was based in a modified Delphi technique, which 
was chosen due to limited information on incidence and prevalence of STIs 
available at that time from many region including sub-Saharan Africa and 
some parts of Asia. 
Of the 340 million new cases occurred in 1999 the largest number of 
infection occurred in the region of South and South East Asia, followed by 
sub-Saharan Africa, Latin America and Caribbean. The higher rate per 1000 
population has occurred in sub-Saharan Africa. 
In 1995 the number of new cases of STIs was estimated to be 333 million 
worldwide. (19) 
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In 1990 a study conducted at Addis Ababa involved a random non-clinic 
sample of 282 sex workers who were asked about past history of STIs, the 
majority (97.7%) had sought medical care for STIs before attending to STIs 
clinic as follows, (33.9%) in private clinic, (25%) in hospital, (17.9%) in 
pharmacy, (14.3%) in local injector and (8.9%) in traditional healer. The 
examination revealed a high prevalence of STIs (gonorrhea (30.1%), 
trichomoniasis (23.9%) and almost half of the women reported having 
symptoms for one week or more. (3)  
A cross-sectional study was conducted among truck drivers in Tongling of 
Anhui Province in China. A total of 550 truck drivers were interviewed with 
a structured questionnaire, and blood samples were collected and tested for 
HIV, syphilis, and herpes simplex virus 2 (HSV-2), and urine specimens for 
Neisseria gonorrhea and chlamydia trachomatis. Prevalence was 10.6% for 
C. trachomatis and (8.1%) for N. gonorrhea. Antibodies for syphilis were 
found in (0.7%) and for HSV-2 in (4.4%), and none was positive for HIV. 
About 92 (17.4%) truck drivers had at least one STI. There was no 
statistically significant association between sociodemographic, occupation or 
behavioral variables and the presence of a positive test for any STI. The 
study suggests a high prevalence of STIs, particularly bacterial infections, 
among the truck drivers, indicating the need for health education, behavioral 
change interventions and STI care services in this population. (12) 
In 2001 a study conducted in Bureau-Barcelona as part STIs periodic 
surveillance on high risk group including truck derivers, the study showed 
that (4.7%) reported current GUS, 11% in past 12 months and (97%) took 
treatment, (10.7%) of them in the past 12 months. Of the total who reported 
sex in the past 12 month (44.3%) used condom with commercial sex worker, 
(26.1%) with none regular partner and (12%) with regular partner, the type 
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of GUS were pain during micturition (39%), urethral discharge (34%), 
blister (15%), ulcer (2%) and other (10%). Of those who took treatment 
(41%) of them went to pharmacy, (17%) took treatment from private clinic, 
(17%) reported self treatment, (15%) went to traditional healer, 10% for 
other. (20) 
In specialized behavioral surveillance surveys conducted among long 
distance truck drivers in Zambia in 2000 almost all drivers have heard about 
STIs, but when asked whether they can list STIs symptoms, (14%) were not 
able to mention any and only (10%) mentioned spontaneously all four major 
STIs symptoms in men (genital discharge, genital ulcers, dysuria and 
inguinal swelling). About (7%) reported having a genital discharge and (6%) 
a genital ulcer in the past year. Care seeking behavior for STIs symptoms 
was similar to findings in other studies of STIs care seeking in African men. 
Still (30%) of the symptomatic drivers do not seek care at a health facility. 
Traditional healers and pharmacies remain important care providers. Most 
drivers do not inform their partners or change their sexual behavior when 
symptomatic. (21) 
A study was undertaken among 395 intra-city commercial bus drivers, 
conductors and motor park attendants in a sub-urban community in Lagos, 
Nigeria. It was aimed at ascertaining the level of  knowledge of the 
participants on sexually transmitted diseases including AIDS, their sexual 
practices and perceived vulnerability to these diseases and, in particular, 
their attitude to and use of condoms. About three quarters (74.3%) of the 
men had multiple sex partners and many of them had had sexually 
transmitted diseases at one time or another. Condom ever-use rate was 
(65.6%) but consistent and regular use rate with casual partners was 
(11.6%). Almost all the respondents (96.4%) knew themselves to be at high 
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risk of contracting STIs, while (87.6%) felt that it was impossible for them 
to catch the infection. When respondents were asked to mention diseases 
that could be transmitted through sex, the most commonly mentioned STI 
was gonorrhea (93.6% of respondents). Others were syphilis (71.8%), 
HIV/AIDS (42.9%) and Jedi Jedi. In all, 376 (95.2%) of the respondents 
were able to correctly mention a sexually transmitted disease either in 
vernacular or English. No respondent specifically mentioned chlamydia, 
candidiasis, and genital warts; although some of the vernacular descriptions 
may have included symptoms associated with them. Majority of the 
respondents (168 or 42.5%) would consult orthodox medical practitioners 
for STIs treatment, others (85 or 21.5.9%) would consult chemists, 
traditional (native) healers, or use drugs and herbs themselves (11.1%). Very 
few (6.1%) would talk to a friend or spouse or a sex partner about the 
problem. (22) 
From the 381 sexually active respondents, 250 (65.6%) had used condoms at 
some point and 44 (11.5%) reported use with casual partners (in the last 
sexual encounter). Ever-use and current use with casual partners were 
significantly related to the age (p=001) and marital status of respondents     
(p=0.0387). The younger respondents were more likely to have used 
condoms than their older counterparts. Current use rate was significantly 
lower in the older age groups (40 years and above) than in younger ones. A 
variety of reasons were given by the respondents for not using condoms. The 
common reasons included complaints that it easily breaks or bursts, it 
reduces sexual pleasure, it hurts, or it can remain in the woman's body. Other 
reasons such as waste of time, being too old, trust in partner, being               
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a Christian, just don't like it, etc, did not relate to the characteristic of the 
condom but to the attitude and perception of respondents. (22)  
In a study on condom use and knowledge of AIDS among sexually active 
Namibians, it was found that (70%) of the respondents had never used a 
condom, and a significant proportion had no intention of doing so. Similar 
low rates of condom use have been reported in other studies in Nigeria. In 
recent times, however, relatively higher condom use rates have been 
reported from studies especially among sexually active single males. In the 
Namibians study, condom ever-use rate was (65.6%) although current use 
with casual partners in the last sexual encounter was lower. (22) 
The relationship of traditional to modern medicine is crucial in STIs control, 
Edward Green reports a study from Swaziland in which herbalist and 
diviners were interviewed and observed over four years period. He 
suggested that Swazi regard diseases thought to be transmitted by sexual 
intercourse to be most effectively treated by traditional healers. This was 
related to a belief that sorcery is the root cause of most such condition and 
western medicine is considered ineffective in treating sorcery. He reported 
another study in which a random sample of urban Swazi were interviewed 
along with clinic personnel which concluded that significant proportion of 
Swazi STIs patients consult traditional healers for treatment, and that other 
use antibiotics to protect or prevent the transmission of disease.31% of 
respondents in this sample cited traditional healers as therapists of choice for 
most people with STIs. (3)          
Studies in Nigeria and Mozambique also indicate that STIs are held to be 
better treated by traditional healers (cited in Piot and Teuo, 1990). Such 
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finding was related to the decisions about where to seek care. However, a 
more detailed study of reproductive infections among women by O’Toole 
Erwin in Nigeria showed that beliefs about STIs were related to the specific 
symptoms, with some seen as the result of sexual activity, usually of their 
husbands, others were considered the result of “natural imbalance.” These 
beliefs related to choices about care, although many of the women 
interviewed used more than one type of care, i.e., self treatment, traditional 
healers and western medicine. (3)       
Stigmatization not only damages self-esteem, it can prevent women from 
seeking medical attention for STI syndromes. Roets (1996) noted that many 
in a Southern African mining community, including sex workers, preferred 
to seek help from traditional healers despite availability of treatment 
facilities due to stigma attached to having an STI and partly due to attitude 
of health workers. (80%) of sex workers in KwaZulu Natal, South Africa 
reported a preference for general practitioners for treatment of STIs. 
Although the clinic service was the most accessible and free, while general 
practitioners (GPs) charged for their services, the women preferred GPs 
because of the negative attitude of the staff in the clinic (Morar, 2000).(23) 
 
It is not difficult to recognize the symptoms and signs of STI syndromes, 
and treatment regimens are not complex. However, for a variety of reasons, 
STIs are not treated appropriately; people may avoid treatment, delay 
seeking treatment or receive incorrect treatment. A study in rural Uganda 
followed almost 10,000 people over a ten-month period, (30%) of women 
and (10%) of men experienced genital tract symptoms. Over (40%) of these 
people reported they had done nothing to treat symptoms. In rural Tanzania, 
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(18%) of patients with genital ulcers and (19%) of patients with genital 
discharge did not seek treatment at all. 
People may fail to recognize signs and symptoms, or be unaware of the 
implications of the illness. The Tanzania study found that in areas with high 
prevalence of reproductive tract infections, women often perceived mild 
symptoms as “normal.” People may not know where to access care, or may 
fear lack of confidentiality or judgmental attitudes from health care 
providers .A large proportion of people may use self-treatment approach. In 
Cameroon, (50%) of male patients reporting urethritis during the previous 12 
months had treated themselves with drugs bought at pharmacies or in the 
market. Their reasons for self-treatment were long waits at clinics, the need 
to wait for laboratory results before getting a prescription, the cost of 
laboratory tests and the cost and effectiveness of drugs prescribed by health 
providers. 
In a study in Ghana, about (75%) of people attending an STI clinic had self-
medicated before presenting. The antibiotics had been obtained from a 
variety of sources and were taken in inappropriate doses, often as mixtures 
of different drugs. Even when appropriate care is accessed, patients may fail 
to follow prescribed treatment regimens. A study in India found that only 
about one-third of patients completed the recommended treatment. (12) 
 
A study conducted in Nigeria in which the knowledge and Attitudes of long 
distance truck drivers concerning sexually transmitted diseases (STIs) and 
sexual behavior were surveyed revealed that 317 (99%) of the subjects had 
heard of AIDS and were aware of the correct risk-reducing behavior. 
Though they knew that the use of condoms can prevent the 
transmission/acquisition of STIs, only (32%) had ever used condoms despite 
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the fact that (61%) admitted to visiting prostitutes. Similar reports have 
identified drivers, especially those covering inter-regional long distances, as 
clients of prostitutes at truck stops along their routes. A high prevalence of 
sexually transmitted infections, including HIV, Trichomonas vaginalis, 
Candida albicans, Neisseria gonorrhea, Chlamydia trachomatis, bacterial 
vaginosis and active syphilis were detected in prostitutes operating at truck 
stops in the Kwazulu-Natal area of South Africa. (22) 
A survey that was conducted in 1991 of STI patients at several health centers 
in Nairobi and the town of Nakuru in western Kenya indicated that about 
one quarter of patients with STI related symptoms waited longer than two 
weeks before seeking care, and women waited significantly longer than men. 
Accessibility to services is often problematic for a variety of reasons, 
particularly for women. Barriers to access for women were felt to include 
time constraints (owing to the burden of household duties), lack of financial 
resources to cover transportation and other costs involved in attending a 
health clinic, and fear of stigmatization. (24) 
The prevalence of sexually transmitted infections in the general adult 
population of Kenya is unknown, but information is available from studies 
on specific populations. In a study of unselected antenatal clinic attenders in 
Nairobi in 1994, the prevalence of syphilis, gonorrhea, chlamydial infection, 
and trichomoniasis were found to be (3.1%, 2.4%, 8.8%, and 19.9%), 
respectively. This compares reasonably closely to the prevalence estimated 
by Gerbase et al for women in all countries in sub-Saharan Africa in 1995 
(3.9%, 2.8%, 7.1%, and 14.1%), respectively. (25) 
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In a study of male trucking company employees (including long distance 
truck drivers) in the Kenyan port city of Mombassa in 1994–95, the 
prevalence of the same four STIs were (5.3%, 3.4%, 3.6%, and 6.0%), 
respectively. This also compares reasonably closely with Gerbase's STI 
prevalence estimates for men in sub-Saharan Africa (3.1%, 2.0%, 4.8%, and 
1.4%). (25) 
Health care seeking for STIs is frequently inadequate, particularly among 
women, because of the low levels of awareness regarding sexual health, the 
stigmatization associated with genital symptoms, and the asymptomatic 
nature of many STIs. A study in Nairobi,  Kenya,  found  that (42%) of 
patients had been symptomatic for more than a week before coming to a 
clinic and  that  (23 %)  had been symptomatic for more than two weeks. (25) 
A study conducted in Zambia in April 2000 among long distance truck 
derivers as part of a ‘Behavioral Surveillance Surveys’ (BSS) In which a 
total 902 men were contacted at the three border sites (300 in Livingstone 
and 301 each in Chirundu and Chipata). A total of 867 (96%) had sufficient 
questionnaire data. The mean age of participants was 37 years, the great 
majority (88%) had completed at least primary school (7th class) and most 
(86%) were currently married. In Livingstone and Chipata more than half of 
the drivers (61% and 54%, respectively) were Zambians, but this was not the 
case in Chirundu where most were Zimbabweans (58%). Other common 
nationalities among the participants were South-Africans (8%) and 
Malawians (7%). About two thirds of the drivers (67%) reported being away 
from their home more than one month a year and that they cross the border 
on average 5 to 6 times in a three-month period. The great majority of 
respondents (99%) were sexually active, the median age of sexual debut was 
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18 years and of those who were sexually active, almost all (97%) had sexual 
intercourse in the past 12 months. The median number of sexual partners in 
those 12 months was 2, with almost half (46%) reporting only one partner. 
Of those drivers who reported sexual intercourse in the past 12 months, 
almost all (99.7%) had intercourse with a ‘regular’ partner. Almost one third 
(30%) reported intercourse with at least one ‘commercial’ partner and 22% 
with a ‘non-regular’ partner. The reported frequency of sexual intercourse 
was a median of 6 times per month with a regular partner and 3 times per 
month with a commercial partner and with a non-regular partner. Reported 
condom use at the last sexual contact was (19%) with a regular partner, 
(75%) with a non-regular partner and (92%) with a commercial partner. 
Almost three quarters (71%) reported they never used condoms with their 
regular partner, (59%) said they always or almost always use a condom with 
a non-regular partner and 80% said they always use condoms with a 
commercial partner. As reason for not using a condom with a regular and 
with a non-regular partner they most frequently mentioned they didn’t think 
it was necessary (55% and 43%, respectively).Almost two third of the men 
reported to have ever used a condom (63%) and almost all (97%) knew 
where they could be obtained. The places where condoms can be obtained 
most often mentioned were shops (76%), a clinic or hospital (64%), a bar, 
guesthouse or hotel (53%) and pharmacies (40%). Almost all men (98%) 
reported that they could obtain condoms in less than 1-hour time. Most men 
(96%) had ever heard of ‘diseases that can be transmitted through sexual 
intercourse’ and (73%) of these men could mention at least two symptoms of 
STD in men and (52%) at least two STIs symptoms in women. About one 
tenth of the men (9%) reported to have had either a genital discharge (7%) or 
genital ulcers or scores (6%) in the past 12 months. Two third (69%) of these 
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did sought advice at a health facility. One quarter (25%) sought advice from 
a traditional healer, (18%) from a pharmacist, (8%) bought capsules on the 
street and (13%) took medicines at home. Slightly more than one third 
(38%) of the study population told their partner, (44%) stopped having sex 
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3. METHODOLOGY 
3-1. Study design:- 
This is a descriptive cross – sectional community based study. 
3-2. Study area:- 
Khartoum State is the national capital of Sudan with surface area of 20140 
square km and population density of 5,963,539 for the year 2006 according 
to the projected 1993 census growth rate of 3.67 which has been estimated 
by the Central Statistic Bureau for the years 2004-2008. As the capital of 
Sudan it almost occupies half of the investment, commercial, and industrial 
activities of the country. Since the oil mining operation started to produce 
and export oil product in mid 1990s the transportation sector had quickly 
improved. All these factors lead to increased number of trucks and 
consequently truck drivers in the long high ways creating a large number of 
mobile populations of different age groups and nationalities. Being away for 
long period from home and family long distance truck drivers were 
subjected to risky behavior including engagement in unprotected sex with 
great risk of contracting and transmitting different types of sexually 
transmitted infections.     
3-2-1. Numbers and types of health services:- 
According to data from the STIs unit at SNAP, STIs services are provided 
through public primary health centers (PHCC) all over the country. Out of 
the total number of PHCC 589 were located in Khartoum, through which 
cases with STIs were managed using syndromic case management approach. 
About 89.6% (491 PHCC) of the staff in these PHCC were fully trained in 
the management of STIs using syndromic case management.  
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3-2-2. Soba Truck Depot:- 
Soba Truck Depot which is located about ten kilometers from the center of 
Khartoum is densely populated with truck drivers who used to come for 
repairing their trucks in the different workshops that are  available in the 
area. There are also many female tea sellers in the area.   
3-2-3.Study population:- 
During the study period it was not possible to obtain exact figure of total 
population of the long distance truck drivers. Registered trucks are not 
necessarily on the road or still all traveling long distance. The number of 
vehicles themselves is not an indicator of total truck drivers' population due 
to the turn over between different types of driving. Accordingly and for the 
purpose of this study all truck drivers found at entry / departure location at 
the time of study were targeted for interviews at Soba Truck Depot. A total 
of 422 drivers approached accepted being interviewed. 
Permission to under take the study was obtained from university and state 
MOH before hand. 
The study population was composed of male truck drivers (long distance) 
irrespective of their nationalities at Soba Truck Depot. 
3-3. Sampling:- 
As the study was primarily descriptive in nature consecutive sampling 
method was used to select long distance truck derivers on their entry to the 
Depot at Soba, and after taking the verbal consent the interviewers 
administered their questionnaires 
3-3-1. Inclusion criteria:- 
• Only truck drivers who are 18 years and above will be included 
• Each truck deriver will enter the study once. 
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• Only those who will be away from home for two weeks or more will 
be included. 
3-3-2. Sample size:- 
The sample size was calculated according to the formula:- 
        n = Z2 *p*q / d2              
Where:- 
         n = sample size 
         z = confidence level = 1.96 corresponding to 95% in z table 
        p = Probability of having an STI (prevalence) =0.5 
        q = 1 – p = 1 – 0.5 = 0.5 
        d = desired margin of error =0.05 
        n = ((1.96) 2 x 0.5 x 0.5)/ (0.05)2 =   
           = (3.8416 x 0.25)/ 0.0025 = 384+ 10% as compensation for non 
response = 422                                                                                                                            
This was the minimum number of subjects required to conduct the study. 
3-4.Data collection tools:- 
For quantitative data structured, close ended questionnaire was adapted from 
HIV/AIDS/STIs Behavioral Surveillance Surveys (BSS) for use with adult 
target groups aged 15-49 for the study (Annex). 
For qualitative data, data sheet containing the point for discussion was 
prepared before hand (Annex)  
3-4-1. Variables:- 
3-4-1-1. Dependent variables include:-   
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3-4-1-2. Independent variables include:- 
Age, marital-status, socioeconomic-status, education, nationality, and 
knowledge. 
• A pre-test for the questionnaire had been carried out for 1 week on a 
number of respondents comparable to the study subjects. 
• The result of the pre -test had been used for correction, reformulation 
and adaptation of the questionnaire.  
• Data collectors (interviewers) were given full training on purpose of 
the study, selection criteria, interview technique, and recording 
method. 
•  Verbal consent of each respondent had been taken at first.    
• The filed work started on first to 15th of May 2006 under 
comprehensive supervision using ten data collectors and two 
supervisors and it took two weeks to finish collecting the data; the 
questionnaires had been checked by field supervisors on daily basis 
for omission, incomplete answers, unclear statements or illegible 
writing, where obvious errors and\or inconsistencies were corrected in 
the field after verification. 
• Diagnoses of symptomatic respondents was made using national STIs 
guide lines adapted from the syndromic based approach to define 
cases. (Annex). 
3-4-2. Focus Group Discussion:- 
• The groups selected for focus group discussion were six. 
• Each group was composed of five to seven truckers. 
• Most of the respondents were in the age 25 – 55 years. 
• Time allocated for each discussion was one to one and a half hour. 
- 33 - 
 
3-4-3. Data analysis:- 
The data collected through questionnaire was analyzed using statistical 
package of social science (SPSS) Microsoft ware programme, the chi-square 
test was used for determining significant and in significant correlation, and 
data collected through focus group discussion was analyzed manually.  
3-4-4. Limitations of the study:- 
• Prevalence estimation depended on recall. 
• The area where the study took place was opened where there was no 
special place for conducting the focus group discussion. 
• Difficulty to persuade the respondents to sit in-group and discuss such 
sensitive issues.  
• Respondents were so busy repairing their trucks and taking rest from 
traveling for long, so they were reluctant to participate.  
• Fear of the non Sudanese respondents during focus group discussion 
to report risky behavior.   
3-4-5. Ethical consideration:-  
Those who had been diagnosed with STI according to their symptoms 
had been advised to consult the nearest health facility, and counseling 
had taken place for cases and those with poor knowledge about risky 
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4. Result 
4-1. Socio demographic data of the study population:- 
In total 422 truck drivers were contacted in the period between first of May, 
2006 and the fourteenth of it, all of them (100%) had sufficient questionnaire 
data.  
4-1-1. Nationality:- 
Most of the respondents (94%) were Sudanese, while foreigners represent 
(6%) only (Fig 1). 
4-1-2. Age:- 
The mean age of participants was 35 years; the age groups 28-37 years 
represent (48.3%), while those aged 58 years and above represent only 
(0.5%) of the total number of the respondents (Table 1). 
4-1-3.Marital status:- 
Out of the total number of truck drivers (51.4%) were married and (45.7 %) 
were not married (Fig 2). 
4-1-4. Monthly income:- 
The majority of the respondents (73.5%) had low monthly income. Truck 
driving was the main source of income; however, few of them (10%) had 
other source of income (Table 2). 
4-1-5. Level of education:- 
Almost near half of the respondents (42.7%) completed primary school, 
(20.4%) and (20.1%) of them completed intermediate and higher secondary 
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4-2. Knowledge and behavior related to STIs:- 
4-2-1. Knowledge of STIs symptoms:- 
Most men (92%) had heard of a disease that can be transmitted through 
sexual intercourse, only (8%) of them didn’t hear about STIs (Fig 3). And 
concerning symptoms of STIs among males, (52.1%) mentioned urethral 
discharge, (40.3%) mentioned burning micturition, (4.3%) mentioned genital 
ulcer disease, the least symptom to be mentioned was inguinal bubo where 
only (1.7%) had mentioned it (Table 4). 
Concerning female STIs symptoms, (56.1%) of the respondents were able to 
mention vaginal discharge, (17.3%) mentioned burning micturition, (11.0%) 
mentioned offensive odor, (7.1%) mentioned lower abdominal pain, (3.5%) 
and (3.0%) mentioned genital ulcer disease and itchy private part 
respectively (Table 5). 
4-2-2.Route of transmission:- 
The majority of the respondents (85.3%) could recognize sexual intercourse 
as the main and actual root of transmission, (2.6%) mentioned poor personal 
hygiene, while (5%) don’t know the mode of transmission (Fig 4). 
4-2-3. Recognition of STIs symptoms in last 12 month:- 
When asked about having symptoms of STIs during the last 12 months 
(17.5%) of the respondents had urethral discharge, (5.7%) had genital ulcer, 
(12.3%) had lower abdominal pain (Fig 5). 
The majority of the respondents (94.8%) had been diagnosed during the last 
12 months as having gonorrhea, (26.1%) had genital ulcer, and (59.2%) had 
urinary tract infection (Table 6).  
4-2-4.Partners notification and source of advice:- 
Out of those who talked about their symptoms one third (30%) told their 
wives, while (55.6%) told their friends (Table 7).  
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Almost half of symptomatic respondents (49.2%) received advice for 
treatment from their friends while slightly less than third (27%) were 
advised by their wives (Fig 6). 
4-3. Care seeking behavior:- 
4-3-1. Choice and reason for preference of health provider:- 
The majority who seek care (18.5%) went to official health care unit, 
(65.4%) seek care at governmental health facility, (20.5%) went to private 
clinic, (7.7%) and (6.4%) went to NGOs clinics and work place clinic 
respectively (Fig 7). About two percent (1.9%) seek care at traditional 
healer, (1.2%) of them had self treatment, few (0.7%) consult pharmacist, 
while the rest (1.2%) ignore their symptoms (Fig 8). Reasons for preference 
of a health facility varied, nearby facility mentioned by (54%) of the 
respondents, (36%) mentioned confidentiality, (5%) for good reception by 
the health staff and (4%) were due to availability of drugs (Fig 9) 
4-3-2. Initiation of care and compliance with treatment:- 
Out of those who seek health care (10.4%) did so after one week of having 
symptoms, while (2.8%) had delayed care seeking for one month or more 
(Table 8). About (18.5%) had a medication prescription, (17.3%) received 
the medication and (15.2%) completed their treatment. Reasons for not 
completing treatment were disappearance of symptoms (1.4%) and (0.9%) 
due to cost of drug (Fig 12).  
4-3-3. Condom use by study population:- 
Concerning condom use (95%) didn’t receive medical advice to use condom 
during symptomatic period, while only (5%) had received advice (Fig 13). 
Only (0.2%) had good compliance with the advice. The only reason for no 
condom use mentioned by the respondents was the belief that it reduces 
sexual pleasure. 
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4-3-4. Satisfaction with health services:- 
When respondents were asked about their satisfaction with health care 
(95%) were satisfied, and the majority had full cure, only (5%) were not 
satisfied (Fig 10), some of them still on treatment, reasons for no satisfaction 
mentioned by most of the respondents (75%) was loss of confidentiality, 
(25%) mentioned that they did not benefit from treatment (Fig 12). 
Many reasons were mentioned by the respondents for not seeking care. 
These were mainly stigma, ignorance of the disease and its sequels, no 
privacy, long waiting hours, clinic schedule, cost of drugs and far health 
facility (Fig 11).  
4-4. Determinants of STIs care seeking behavior:- 
4-4-1. Income:- 
• The relation between income of study population and time delay 
before seeking care was found to be significant (P = o.oo1), where 
(50%) of low income group seek care less than one week, (5.1%) 
more than a month, while only (1.3%), of the higher income group 
delayed seeking care for less than one week, and (2.6%) delayed care 
more than a month (Table 10). 
• Concerning choice of health provider, in relation to income of the 
study population it was found to be insignificant (p = 0.2), the main 
factors was found to be accessibility where (37.2%) reported near 
facility as reason for choice, also fear of stigma made (21.8%) to 
chose a health facility with a higher privacy. About (3.8%) was 
reported for reason such as hospitality of staff and drug availability 
(Table 11). 
• The income as one of the determinants of care seeking behavior was 
found in this study to have insignificant relation with accessibility to 
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drugs (P = 0.836), where (64.1%) of lower income group had obtained 
their complete dose, and (1.3%) didn’t, in the higher income group 
(6.4%) had complete drug dose, and non of them mentioned no 
accessibility (Table 12). 
• Another insignificant relation in this study (P = 0.362), was found to 
be between income and compliance with treatment of the study 
population, as (60.3%) of the lower income group had reported good 
compliance and only (7.7%) didn’t, on the other side (6.4%) of higher 
income group who had access to full treatment dose reported also 
good compliance (Table 13).      
4-4-2. Education:- 
• Concerning education level the study shows no significant difference 
between different groups (p = o.896), as only (5.1%) of those with 
primary education seek care less than one week, and (7.7%) seek care 
after more than one month of symptoms recognition, on the other 
hand (16.7%) of those with higher education level (intermediate and 
secondary) reported time of less than a week, and (5.1%) more than 
one month. (Table 14). 
• Still no significant relation (p = 0.267) was found between education 
and choice of health facility, it was found that most of the respondents 
prefer a health facility either due to being near (53.8%), or due to 
privacy (35.9%), few mentioned good staff attitude (5.1%), while 
(3.8%) mentioned availability of drug (Table 15).  
• The study also showed no significant relation (P = 0.668) between 
education and drug accessibility, where (47.5%) of those with primary 
level of education and (46.2%) of higher level had obtained their full 
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prescription dose, while (2.6%) of both primary and higher 
educational levels didn’t receive the full prescribed dose (Table 16). 
• There was no significant relation (P = 0.823) between education and 
compliance to treatment, (41%) of both primary and higher 
educational levels had complete dosage on the other side (8.9%), of 
primary and (9%) higher education didn’t (Table 17). 
4-4-3. Knowledge about STIs:- 
• The study also revealed that there was significant relation between 
knowledge about STIs of study population and initiation of care (p = 
0.005). About (10.4%) of those who know STIs and their symptoms 
seek care in less than one week, while only (2.8%) seek care after one 
month or more (Table 18). 
• There was significant relation (P = 0.005) between knowledge about 
STIs and compliance with treatment, where (15.2%) of those who 
heard about STIs and their symptoms, completed their medication, 
while only (3.3%) of them didn’t complete the prescribed dose     
(Table 19). 
• Despite high knowledge about STIs among the study population, and 
the significant relation between knowledge and condom use              
(P = 0.006), still there were low condom use among truckers, where 
only (0.9%) of those heard about STIs used condom to prevent 
infection (Table 20). 
4-4-4. Age:- 
• The study revealed also significant relation (P = 0.005) between age 
and initiation of care where (39.8%) of younger age group (< 38 
years) seek care less than a week of symptoms recognition and (6.4%) 
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after one month, in contrast to (16.7%) and (10.3%) of the older age 
group (>38 years) respectively (Table 21). 
• There was no significant relation (P =0.338) between age and condom 
use in this study. It was shown that both younger age (< 38 years) and 
older age respondents (> 38 years) the rate of condom use was found 
to be (2.6%) for both groups (Table 22). 
4-4-5. Marital status:- 
Concerning condom use, the study revealed insignificant relation (P =0.336) 
with marital status of the study population (Table 23). 
4-5. Result of focus group discussion:- 
The results of focus group discussion revealed that most of the respondents 
were away from home for three weeks during their journey, some reported 
one month while few reported two weeks away from home.  
When needs were discussed most of them reported that they missed home 
made food, some reported missing their wife (concentrating on sexual 
relation mostly), few reported sleep and rest. And most of them reported 
having relation with female sexual partner along the high way to satisfy their 
sexual need. 
About the type of disease that they were contracting, most of them 
mentioned hemorrhoid, some mentioned sexually transmitted diseases, and 
few mentioned diarrheal disease, food poisoning and malaria. 
Concerning knowledge of STIs, all respondents had heard about STIs. About 
disease types, the great majority mentioned burning micturtion, also a large 
number mentioned syphilis, some mentioned gonorrhea, and few only 
mentioned AIDS. 
They were also inquired about ways of contracting such diseases most of 
them mentioned sexual intercourse as the main root, some reported using 
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common things including clothes, soaps and beds, and few mentioned 
contaminated food and drinks. They had been inquired about symptoms of 
such diseases almost all of them don’t know exactly the symptoms, but few 
mentioned burning micturition, and genital discharge in men, itchiness, 
lower abdominal pain and discharge in women. Significant proportion of the 
respondents didn’t seek treatment because of fear and stigma, most of them 
reported using herbal medicine, some mentioned seeking medical treatment 
if no response to herbs or if symptoms became more severe. 
In spite of not seeking care at a clinic a large proportion still belief that 
medical treatment is the best, although few of them prefer traditional 
medicine, and of those who prefer medical treatment  most of them prefer 
private clinic or hospital due to privacy, hospitality, suitable working hours 
and good management. 
The study also revealed that significant number ignore symptoms due to 
feeling ashamed, some of the respondents reported fear of stigma, others 
reported no time for seeking care, and few mentioned that cost of visit and 
drug will hinder them from seeking care at clinics and it is better for them to 
take medicine directly from pharmacy. 
Most of the respondents mentioned that they will deal with their wives as 
usual while symptomatic mentioning that they will not know and they would 
never tell them. About condom use all respondents reported not using 
condom at all, and reason mentioned for no condom use, include that it 
reduce sexual pleasure, their sexual partner look healthy, and few mentioned 
that they used to consult their friend to search for a healthy partner, and for 
long time they didn’t contract any disease and there’s nothing to worry 
about. 
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Table No (1) Age group of study population – Khartoum State- 
Soba Truck Depot - 2006 
 
 
 Age group Freq. % 
   1 18 - 27 77 18.2 
   2 28 - 37 204 48.3 
   3 38 - 47 108 25.6 
   4 48 - 57 31 7.3 
   5 58+ 2 0.5 
Total 422 100 
 
            Mean = 34.86 
 
 
Table No. (2) Income group of study population-Soba Truck Depot   
                       Khartoum state-2006 (n=422) 
 
Percent FrequencyIncome (In SDG) 
73.5% 310 500000< 1000000 
11.6% 49 1000000< 1500000 
10.7% 45 1500000< 2000000 
4.3% 18 ≥  2000000 
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Table No. (3) Educational level of study population-Soba Truck    
               Depot-Khartoum state-2006(n=422) 
 
Percent Frequency Education level 
6.9% 29 Illiterate 
7.6% 32 Khalwa 
42.7% 180 Primary 
20.4% 86 Intermediate 
20.1% 85 Secondary 
1.7% 7 University 
0.2% 1 Post graduate 
0.5% 2 Adult education 
100.0% 422 Total 
 
 
Table No. (4) Knowledge of study population about Symptoms   of STIs    
                        in males – Khartoum State -Soba Truck Dept-2006 
 
% Freq. Symptoms  
52.1 215 Urethral discharge 1 
40.7 168 Burning micturition2 
4.3 18 Genital Ulcer 3 
1.7 7 Inguinal bubo 4 
1.2 5 Others 5 
100 413 Total 
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Table No. (5) Knowledge of study population about Symptoms of   STIs     
                       In Females- Khartoum State -Soba Truck Depot-2006 
 





56.1 188 Vaginal discharge 2 
11.0 37 Offensive odder 3 
17.3 58 Burning micturition4 
3.0 10 Genital ulcer 5 
3.5 12 Itchiness 6 
2.0 6 Others 7 
100 335 Total 
 
Table No. (6) Prevalence Rate of STIs among study population  made by 








   1 
26.0 11 Genital Ulcer 2 
59.2 25 UTIs 3 
4.7 2 Others 4 
 78 Total  
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       Table No. (7) Disclosure by study population of having an STIs  
                        Khartoum State-Soba Truck Depot -2006 (N=63)   
                                                               
% No. Person 
30.2 19 Wife 1 
55.6 35 Friend 2 
12.7 8 Relative 3 
1.5 1 Don’t remember 4 




Table No. (8) Time delay before seeking care by study population-   
                        Khartoum State -Soba Truck Depot-2006 (N= 78) 
 
% No. Time 
56.4 44 > week    1 
28.2 22 < week & >month 2 
15.4 12 Month + 3 
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Table No. (9) Accessibility of study population to drugs-Khartoum   
                       State-Soba Truck Depot-2006 (N=78) 
 
%  No. Access to drug 
93.6 73 Yes all    1 
5.1 4 Part of it 2 
1.3 1 No 3 
100 78 Total 
 
 
Table No. (10) Relation between income of study population and                               
                         initiation of care-Khartoum State-Soba Truck   
                         Depot-2006 (N = 78) 
 
Initiation of care 
Total Month + 
<week &> 
month > week 
 
       Income group 












































   P = .001   
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Table No. (11) Relation between income of study population and choice 
of health   facility -Khartoum State-Soba Truck Depot-
2006 (N = 422) 
 
 





























































(3.8%) Drug availability 
1 
(1.3%) 












    









- 48 - 
 
 
Table No. (12) Relation between income of study population and 
accessibility to drugs-Khartoum State-Soba Truck Depot-2006 
(N = 78) 
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Table No. (13) Relation between income of study population and their 
compliance with treatment- Khartoum State-Soba Truck 
Depot -2006 (N = 78) 
 




























































    Table No. (14) Relation between educational levels of study    
                         population and initiation of care-Khartoum State-  
                         Soba Truck Depot-2006 (N =78) 
 
 













           Initiation of care       
Total Month + 
<week 
&> 








































(56.4%) Total  




Table No. (15) Relation between educational level of study population and 
their choice between different health care providers-Khartoum 




   
Secondary 
     
Intermediate 
       
Primary 
     
Khalwa   Illiterate 
Reason of 
































































































- 52 - 
 
 
Table No. (16) Relation between educational level of study population and 
their accessibility to drugs - Khartoum State-Soba Truck Depot 
- 2006 (N = 78) 
 
Educainal level 


















































   

















Table No. (17) Relation between educational level of study population 
and their compliance with treatment-Khartoum State -
Soba Truck Depot -2006 (N = 78) 
 
Educainal level 
































































Table No. (18) Relation between and knowledge about STIs of study    
                          population and initiation of care-Khartoum State -Soba Truck     
                         Depot-2006 (N = 422) 
 






























































Table No. (19) Relation between knowledge about STIs of study       
                         population and their compliance with treatment -     
                         Khartoum State- Soba Truck Depot -2006 (N = 78) 
 
Complete treatment Total 
Knowledge 















































  Table No. (20) Relation between knowledge of study population and       
condom use–Khartoum State-Soba Truck Depot – 2006 
(N=422)  
 








































  P = .006 
 
   






Table No. (21) Relation between age and initiation of care among the 
study population-Khartoum State-Soba Truck Depot-
2006 (N=78) 
 
Starting  Treatment  
Age Group      < week > week&< 
month 
> Month 






























  P = .005 





Table No. (22) Relation between age and condom use among the study 
population-Khartoum State-Soba Truck Depot-2006 
(N=78)  
Use Condom  
Age Group Yes No Not 
Remember 
Total 

























































Table No. (23) Relation between marital status and condom use among 
the study population-Khartoum State-Soba Truck 
Depot-2006   (N=78) 
 
Use condom Marital 



































     































Fig No (2) Marital status of study population-Khartoum State - Soba 















Fig No (3) Knowledge of study population about STIs-Khartoum State-













Fig No (4) Route of transmission mentioned by study population-   


























Fig (5)   Recognition of STIs symptoms in last 12 month by the study   





















Fig No (6) Source of advice for the study population- Khartoum State-






















Fig No (7) Type of providers selected by study population- Khartoum   




















Fig No (8) Type of health facilities selected by study population- 


















Fig No (9) Reasons for preference of health facility by study population   
                  Khartoum State-Soba Truck Depot-2006 (N=78) 
 
 









Fig No (10) Satisfaction of study population with health services 



















Fig No (11) Reasons for not seeking health care by the study population- 






















Fig No (12) Reasons for non compliance with treatment by the study 
















Fig No (13) Percentage of study population who had advice for condom 



















Fig No (14) Percentage of  STIs treatment among the study population 
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5-1. Discussion 
This study has attempted to assess the pattern and determinants of health 
care seeking behavior among 422 long distance truck drivers as one of the 
known high risk group worldwide in relation to sexually transmitted 
infections at Soba Truck Depot.  The assessment was carried out during the 
period between first and tenth of May, 2006. All drivers had sufficient data 
obtained from a questionnaire. 
The study found that truck drivers were drawn from different nationalities 
the Sudanese being the most prominent nationality. The results obtained 
concerning mean age are in accordance with results reported from a study 
conducted in Zambia during 2000 that is the middle age at which most active 
and reproductive years of life. (21) 
The marital status of the respondents shows great difference from truck 
drivers in other African countries, percentage of married Sudanese truck 
drivers were significantly less than those in other African countries e.g. 
Zambia.(21) In this study one tenth of the Sudanese truckers had two wives, 
where almost all reviewed studies didn’t mentioned more than one wife.(21) 
The study also shows better level of education among Sudanese truckers, 
where about two fifth completed education higher than primary with few 
university graduated, compared to study in Zambia where most of the 
truckers had just completed primary school. (21)     
In this study the knowledge about STIs was found to be very high and 
comparable to studies conducted in Sudan, Zambia and Nigeria with also 
very high knowledge of STIs among truckers (15, 21, 22) but despite this high 
level of knowledge, still only slightly more than half of our respondents 
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mentioned symptoms of an STIs, which is low compared to Nigerian 
truckers, but still more higher than Zambian one.  (21, 22) 
The knowledge about STIS and the root of transmission among the study 
population was found to be very high which is comparable to study 
conducted in 2003  among  truck drivers  in Sudan, where the knowledge 
was found to be  high  despite  different  level  of  education among the 
study population in both study which reflect the effectiveness of health 
education. (15) 
The prevalence of STIs among the study population was found to be almost 
similar to study conducted in Sudan 2004 and study conducted in china.  
(16,12) for gonorrhea, genital ulcer, and UTIs compared to highest prevalence 
revealed during a periodic surveillance of truckers Zambia and Barcelona 
For the same above syndrome in addition to urethral discharge. (20, 21)  while 
much lower prevalence had been revealed by other studies conducted among 
truckers, in Sudan, Kenya and sub-Saharan Africa.  (17, 24) 
The rate of partner notification in this study was comparable to studies 
conducted in Zambia where both revealed that third and slightly more than 
third notified their partners. And it was apparent that in almost all studies 
friends comes before wives concerning both notification and source of 
advice (15,21). 
Almost all of the study population in this study seek modern medical care at 
different health care providers, with  the official care providers being the 
main, compared to most studies in  African countries where a great majority 
preferred drug bought over the counter and traditional healers. (3,20,21,24) In 
this study the choice between different care providers was found to have 
insignificant relation with both monthly income and educational level of the 
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truckers, while it was significantly related to STIs knowledge of the study 
population, but the strong factors being always accessibility to services, 
confidentiality and privacy, good staff attitude, and availability of drugs, this 
is comparable to a study from Cameron where cost of drug and laboratory 
test also was strong reason for choice of health care providers.(12)  while in 
most other studies in Africa it was mainly beliefs about cause of the disease 
and stigma were the main determinant for choice of a provider (3,22,23). 
There was significant relation between monthly income and knowledge of 
study population with decision when to seek care, while it was found to be 
insignificant with education, although no significant test were done in most 
studies but the time delay was found to be comparable in most studies 
conducted in African countries, where the majority of those experiencing an 
STIs symptom delayed care seeking for almost the same time period and 
same variety of reasons. (3, 18, 24, 25) 
Compliance with treatment was found to be high in this study compared 
with studies in Ghana where most of the patient took inappropriate doses 
from a variety of sources.(12) Another study conducted in India which 
revealed that about one third only completed their treatment regimens.(12)  
The main reason for poor compliance in our study were found to be 
disappearance of symptoms and few only due to cost of drugs, cost and 
ignorance of the disease and it’s sequel had been the main reason in most 
other studies. (3)  
This study revealed very low condom use rate, similar low rate of condom 
use have been reported in other studies in Namibia and Nigeria with slight 
difference in reason in different studies, but reduction of sexual pleasure 
being mentioned in most of them (15,16 , 21,22 ) .although some recent studies in 
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Zambia and Nigeria shows relatively higher condom use rate among 
sexually active single male especially with commercial and non-regular 
partners.(21, 22) The study also showed insignificant relation of condom use to 
age, knowledge, and marital status, other studies with high condom use 
found this to be significantly related to both young age and marital status. (22)       
Reasons for no condom use were similar in most studies and related to 
beliefs about condom it self, in our study its apparent that most of the 
respondent beliefs that it reduce sexual pleasure, where in studies in Africa 
they beliefs in addition to reduction of sexual pleasure, that it easy break, or 
it hurt, and could remain in women body, not available or expensive, some 
didn’t think of it at all, or even they think it was not necessary.  (15,16, 21, 22), 
which indicate poor health education message by most of the providers in 
spite of their diversity. 
This study revealed also a higher level of satisfaction (almost near total of 
the respondents) with health services provided at different health system 
level, and even those who were not satisfied had their reason being still on 
treatment, loss of trust health provider, or not benefit from treatment. None 
of the studies about care seeking behavior reported about respondents' 
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5-2. Conclusion 
• The prevalence among the study population of STIs according to 
Syndromic approach was found to be almost similar to prevalence 
revealed by most studies conducted in African countries. 
• Health education message offered by health providers concerning 
advice especially about condom use was found to be very poor. 
•  Condom use rate was found to be very low among the study 
population. 
• The main reasons for selecting a health facility by the study 
population were easy accessibility to health services, availability of 
drugs, privacy, confidentiality, and friendly attitude of the health staff. 
• Lay referral by friends and to some extent wives play important role 
in the management of STIs. 
• Knowledge, income, stigma, are important determinants of STIs care 
seeking behavior. 
• Age, marital status, education were found to have insignificant 
relation with aspect of care seeking that is to say; initiation of care, 
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4-3. Recommendations 
• STIs health service should be made available along the high way with 
suitable supply of effective none expensive drugs and well trained 
staff. 
• To improve the attitude of the health care providers towards STIs 
patients and to scale up their knowledge about STIs to ensure they can 
convey consistent message including health education about correct 
and consistent condom use and health related behavior in population 
groups with high rates of infection and vulnerable groups as well as in 
general population.  
• To develop collaboration with different health care providers who 
provide STIs specifically, to provide common health education 
message and common STIs management protocol to ensure excellent 
level of management and hence control.  
• The private sector, including pharmacists and other dispensers of 
medicines, need to be engaged and committed to providing good 
quality services,  reporting and measures for regulatory supervision 
and control. 
• To reduce stigmatization and discrimination at both individual and 
societal level which is known to be a real and important barrier for 
STIs care seeking behavior through organized health education 
programmes. 
• To provide valuable information on STIs transmission dynamics and 
symptomatology to the high risk group and general population not 
only through general health education at health facility, but through 
using media, video shows, audiocassette, and through including STIs 
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as part of schools curricula to raise the awareness of the general 
population and those at high risk including LDTD about chronic 
sequel of STIs and ways to recognize and prevent them.      
• Programme of STIs control should focus on behavior change, by peer 
and other education, and on further exploring and enhancing condom 
use both with commercial and casual partners. Knowledge and care 
seeking for STIs symptoms could be improved by the behavior change 
activities, by improving the access to and the quality at selected health 
facilities at the truck stops, by developing treatment facilities at the 
trucking companies and eventually by involving non-formal service 
providers such as private practitioners and pharmacists and by 
providing treatment facilities at the truck stops outside the health 
facilities. 
• Outreach may improve access to care for hard-to-reach populations, 
where needed. 
• Health seeking behavior is multidimensional including social, 
cultural, economical and psychological factors, for detailed study of 
determinants a medical anthropological study design to be conducted 
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 ﻻ ﻴﻨﻁﺒﻕ. 9             ﻡ ﻴﻨﻔﻊ ﺍﻟﻌﻼﺝ    ﻟ.5
  
   ؟ ﻤﺎ ﻫﻭ ﺍﻟﺴﺒﺏﻓﻰ ﻤﺅﺴﺴﺔ ﻋﻼﺠﻴﺔﺫﻫﺏ ﻟﻠﻌﻼﺝ ﻴ ﺇﺫﺍ ﻟﻡ .43
  ﺒﻌﺩ ﺍﻟﻭﺤﺩﺓ ﺍﻟﺼﺤﻴﺔ. 2.              ﻨﺎﺴﺏﻭﻗﺕ ﻓﺘﺢ ﺍﻟﻌﻴﺎﺩﺍﺕ ﻏﻴﺭ ﻤ. 1
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  ﻻ ﺘﻭﺠﺩ ﺨﺼﻭﺼﻴﺔ. 4               ﻁﻭل ﺴﺎﻋﺎﺕ ﺍﻹﻨﺘﻅﺎﺭ         . 3
   ﺍﻟﺨﻭﻑ ﻤﻥ ﻨﻅﺭﺓ ﺍﻟﻨﺎﺱ. 6.                                ﺍﻟﻌﻼﺝ ﻏﺎﻟﻰ. 5
              ﻋﺩﻡ ﻭﺠﻭﺩ ﻤﻌﺎﻟﺞ ﻤﻥ ﻨﻔﺱ ﺍﻟﻨﻭﻉ.7
  .ﺇﻋﺘﺒﺭﺘﻬﺎ ﺘﺯﻭل ﻤﻥ ﻨﻔﺴﻬﺎ  ﺃﻥ ﺍﻷﻋﺭﺍﺽ ﺨﻁﻴﺭﺓﻟﻡ ﺃﻋﺭﻑ .8
                   .................ﺍﺨﺭﻯ ﺤﺩﺩ. 9
   ﻻ ﻴﻨﻁﺒﻕ. 99                         ﺍﺫﻜﺭ           ﻻ. 89
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  ﺑﺴﻢ اﷲ اﻟﺮﺣﻤﻦ اﻟﺮﺣﻴﻢ
  
  ﺟﺎﻣﻌﺔ اﻟﺨﺮﻃﻮم
  آﻠﻴﺔ اﻟﻄﺐ
  ﻗﺴﻢ ﻃﺐ اﻟﻤﺠﺘﻤﻊ
 
ﻨﺴﻴﺎﹰ ﻭﺴﻁ ﺴﺎﺌﻘﻲ ﺩﺭﺍﺴﺔ ﺍﻟﻤﻌﺭﻓﺔ ﻭﺍﻻﺘﺠﺎﻫﺎﺕ ﻭﺍﻟﺴﻠﻭﻙ ﻨﺤﻭ ﺍﻟﻤﻌﺎﻟﺠﺔ ﻤﻥ ﺍﻷﻤﺭﺍﺽ ﺍﻟﻤﻨﻘﻭﻟﺔ ﺠ
 .ﻡ6002  ﺍﻟﺨﺭﻁﻭﻡ  ـﺍﻟﺒﻌﻴﺩﺓ ﻓﻲ ﻤﺤﻁﺔ ﺴﻭﺒﺎ ﺸﺎﺤﻨﺎﺕ ﺍﻟﻤﺴﺎﻓﺎﺕ
 
  ﻧﻘﺎش اﻟﻤﺠﻤﻮﻋﺎت اﻟﺒﺆرى
  ﻧﻘﺎط اﻟﺘﻘﺼﻰ
  
  .ﻓﺘﺮة اﻟﻐﻴﺎب ﻣﻦ اﻻﺳﺮﻩ .1
  اﻟﺤﺎﺟﺎت واﻻﺣﺘﻴﺎﺟﺎت اﻟﺘﻰ ﻳﻔﺘﻘﺪوﻧﻬﺎ اﺛﻨﺎء اﻟﺴﻔﺮ .2
  (.اﺷﻴﺎء اﺧﺮى ، اﻻﺑﻨﺎء، اﻟﺰوﺟﻪ) اﻹﺣﺘﻴﺎﺟﺎت هﺬﻩآﻴﻔﻴﺔ اﺷﺒﺎع  .3
  .اآﺜﺮ اﻻﻣﺮاض اﻟﺘﻰ ﻳﺘﻌﺮﺿﻮن ﻟﻺﺻﺎﺑﻪ ﺑﻬﺎ .4
  . ﺟﻨﺴﻴﺎﻣﺪى ﺳﻤﺎﻋﻬﻢ ﺑﺎﻻﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ .5
  .اﻧﻮاع اﻻﻣﺮاض اﻟﺘﻰ ﺗﺼﻴﺐ اﻟﺠﻬﺎز اﻟﺘﻨﺎﺳﻠﻰ .6
 ﻣﻦ اﻟﺠﻨﺴﻴﻦ اى ﻓﺌﺔ، اﻟﺮﺟﺎل، اﻟﻨﺴﺎء)ﻣﺮاض ﻬﺬﻩ اﻷ ﺑآﺜﺮ ﻋﺮﺿﺔ ﻟﻺﺻﺎﺑﺔاﻻﺷﺨﺎص اﻻ .7
  (.؟وﻟﻤﺎذا
  .آﻴﻔﻴﺔ إﻧﺘﻘﺎل اﻟﻤﺮض ﻣﻦ ﺷﺨﺺ ﻟﺸﺨﺺ .8
  .ﻋﺮاضﻣﺪى ﻣﻌﺮﻓﺘﻬﻢ ﺑﺎﻷ .9
 ا ﻓﻮرهﺎباﻟﺬ، اﻟﺒﺤﺚ ﻋﻦ اﻟﻌﻼج، ﺮار اﻟﻌﻼج ﻗﺫإﺗﺨﺎ) ﺎﻟﺔ اﻹﺻﺎﺑﺔ  ﻣﻊ اﻟﻤﺮض ﻓﻰ ﺣاﻟﺘﻌﺎﻣﻞ .01
  (.ﻟﻠﻌﻼج 
  (. ؟  ﺑﻠﺪى وﻟﻤﺎذا،ﻃﺒﻰ) ﻞ ج اﻟﻤﺴﺘﺨﺪم وﻣﺎ هﻮ اﻻﻓﻀاﻧﻮاع اﻟﻌﻼ .11
ﻩ ﺗﺠﺎﻩ اﻟﻌﻼج وﺷﻌﻮر، ﻧﻮع اﻟﻤﻌﺎﻣﻠﺔ،ﻣﺎ رأﻳﻪ ﻓﻰ اﻟﺨﺪﻣﺔ اﻟﻤﻘﺪﻣﺔ ، اﻟﻌﻼج اﻟﻄﺒﻰ ﻓﻰ ﺣﺎﻟﺔ  .21
  (.اﺧﺮى ،  اﻟﺤﻴﺎء، اﻟﺨﻮف، اﻹﻧﺘﻈﺎر)   وﻣﻘﺪﻣﻰ اﻟﺨﺪﻣﺔ
  .ﺳﺒﺎب اﻟﺘﻰ ﺗﺆدى ﻹهﻤﺎل اﻟﻌﻼجاﻷ .31
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14.  ﻚﻳﺮﺸﻟا ﻊﻣ ﻞﻣﺎﻌﺘﻟا ﺔﻴﻔﻴآ)ﻪﺟوﺰﻟا ،ﻪﺟوﺰﻟا ﺮﻴﻏ ،ا لﺎﻤﻌﺘﺳإﻰﻗاﻮﻟ ،ﻟا ﺔﻣﻼﺳ ﻦﻣ ﺪآﺄﺘ
ﻚﻳﺮﺸﻟا(  
ﻢﻴﺣﺮﻟا ﻦﻤﺣﺮﻟا ﷲا ﻢﺴﺑ  
 
Collage of Post Graduate Study 
Faculty of Medicine 
Department of Community Medicine 
U of K 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ  
STIs care seeking behavior study Questionnaire among long 
distance truck derivers at Soba Truck Depot-Khartoum State-2006 
Code Answer Option Question No 
 ---------------------- Age 1. 
 1. Sudanese       2.Foreigner 
Specify …….. Nationality 2. 
 
 
500000 >  1000000 
1000000 >  1500000 
1500000  > 2000000 
≥ 2000000 
Monthly income 
(In SDG) 3. 














5. Secondary school 
6. University 
7. Postgraduate 
8. Adult education 
What was the higher education 
level you completed? 5. 
 1. married 
2. Divorced 
3. Separated 
Marital status 6. 




  Yes 
No 
9. Not applicable 
If married or had been married 
before, do you have now or 
before more than one wife? 
7. 
  1. Yes 
2. No 
Do you heard about disease 
that affect genital organ? 8. 
 1. Urethral discharge 
2. Burning micturition 
3. Genital ulcer 
4. Inguinal bubo 
5. Others (specify) 
8. I don’t know 
9. Not applicable 
Can you describe symptom of 
STIs in men? 
9. 
 1. Lower abdominal pain 
2. Vaginal discharge 
3. Offensive odder 
4. Burning micturition 
5. genital ulcer 
6. itchiness 
7. others (specify) 
8. I don’t know 
9. Not applicable 
Can you describe symptom of 
STIs in women? 
10. 
  through sexual intercourse 
poor hygiene 
3.  others (specify) 
8. I don’t know 
9. Not applicable 
How these diseases are 
transmitted?
11. 
  1. Yes 
2. No 
8. I don’t  remember 
Did you have urethral 
discharge during the last 12 
months?
12. 
  1. Yes Did you have any genital ulcer 13. 
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      2.  No 
      8.  I don’t  remember 
in the last 12 months?
  
1. Yes 
      2.  No 
      8.  I don’t  remember 
Did you have lower abdominal 
pain with urethral discharge in 




      2.  No 
      8.  Not applicable 
Did you told any one with 






8.  I don’t  remember 
9. Not applicable 
Who did you told? 16. 
 1. Yes 
2. No 
Did you receive advice for 
treatment? 
17. 
 1.  Wife 
      2.  friend 
3. Relative 
4. Others (specify) 
8.  I don’t  remember 
9. Not applicable 
Who advice you to go for 
treatment? 
18. 
  1. I went to health facility 
2. Traditional healer 
3. self treatment 
4. pharmacist 
5. Ignored symptoms 
6. Others (specify) 
 8.  I don’t  remember 
9. Not applicable 
 
What did you do for these 
symptoms?
19. 
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1. Less than a week 
2. Week  one month 
3.  More than one month 
8.  I don’t  remember 
9.  Not applicable 




hospital or center 
2. Work place clinic 
3. NGO’s clinic 
4. Private hospital  
5. Others (specify) 
9. Not applicable 
If you seek care what health 
facility did you went to? 21.  
  
1. Near 
2. more privacy 
3. Good reception 
4. Drug availability 
5. Cost of treatment 
6. No crowd ness 
7. Others (specify) 
8.  I don’t  remember 
9. Not applicable 




2. Genital ulcer 
3. Others (specify) 
What disease the doctor told 
that you had?  23. 
  
1. Yes 
2.   No 
8.  I don’t  remember 
9.  Not applicable 
 
Did the doctor prescribed 
treatment for you? 24.  
  
1. Yes all 
2. Yes part of it 
3.   No 
Did you received the treatment 
prescribed for you? 25.  
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8.   I don’t  remember 
9.   Not applicable 
  
1. Yes                   2. No 
8.  I don’t  remember 
9.  Not applicable 
Did you complete your 
treatment? 26.  
  
1. Expensive  
2. Difficult to be taken 
3. Side effect 
4. Disappearance of 
symptoms 
5. Others (specify) 
8.   I don’t  remember 
9.   Not applicable 
If you did not complete your 





2.   No 
8.   I don’t  remember 
9.   Not applicable 
Did you receive advice for 




1.  Yes 
2.  No 
 9.   Not applicable 
If yes did you comply with the 
advice? 29.  
  
      1.  Not available 
      2.  expensive 
3.  Reduce sexual pleasure 
4.  Others (specify) 
9.   Not applicable 
If didn’t use condom why? 30.  
  
      1.  Yes  
      2.   No 
      3.  Still on treatment 
      4.  Others (specify) 
      9.   Not applicable 
Did you become well? 31.  
  1. Yes 
2. No 
Did you satisfy with services? 32.  




1. Bad reception 
2. Feeling guilty 
3. No confidentiality 
4. No investigation 
5.  No benefit from treatment 
9.   Not applicable 
If not satisfied, what were the 
reasons? 33.  
  
1. Inconvenient clinic hours 
2. Far health facility 
3. Long waiting hours 
4. No privacy 
5. Expensive drug. 
6. Fear of stigma 
7. I didn’t know that 
symptoms were serious. 
8. Others (specify)  
9. Not applicable 
     98.  I don’t  remember 
If you didn’t seek treatment, 


















ﺮﻟا ﷲا ﻢﺴﺑﻢﻴﺣﺮﻟا ﻦﲪ 
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STIs care seeking behavior study among long 
Distance truck derivers at Soba Truck Depot-Khartoum State-2006 
 
Focus Group Discussion 
 
 
1. Period spent away from family. 
2. Things that they miss or need during travelling. 
3. How to fulfill these needs (wife, sibling, others). 
4. Types of diseases they were prone to. 
5.  Extent of STIs knowledge. 
6. Types of diseases that affect genital tract. 
7. Who are more prone to have these diseases (male, female, both and 
why?). 
8. Route of transmission from person to person. 
9.  Knowledge about symptoms of these diseases. 
10. Response if got the infection (Decision for treatment, how quickly). 
11. Type of medication they prefer (medical, traditional and why?). 
12. Their opinion about services, staff, their perception in case of medical 
treatment (waiting, fear, stigma, other). 
13. Reason for ignoring treatment. 
14. How they deal with their partners (wife, other partners, use of condom, 
ensure partner freedom from infection). 
Genital ulcer 
Patient complains of a 
genital sore or ulcer 
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Patient complains of urethral  
discharge or dysuria 
Take history and examine 
Milk urethra if necessary 
Discharge confirmed 
Treat for gonorrhea and 
Chlamydia 
 
• Educate and counsel 
• Promote and provide 
condoms 
• Offer HIV counseling and 
testing if both facilities are 
available 
• Partner management 
• Advise to return in 7 days 
if symptoms persist 
Any other genital 
disease? 





• Offer HIV 
counselling and 
testing 
if both facilities are 
available 
• Review if 
symptoms persist 




Patient complains of 
inguinal swelling 




Ulcer(s) present ? 




Treat for lyphogranuloma venereum and 
chancroid 
• If fluctuant aspirate through healthy skin 
• Educate on treatment compliance 
• Counsel on risk reduction 
• Promote and provide condoms 
• Partner management 
• Offer HIV counselling and testing if both 
facilities are available 
 
Advise to return for review in 7 days and continue 
treatment if improving or refer if worse 
• Educate and counsel 
• Promote and provide 
condoms 
• Offer HIV counselling 
and testing 
if both facilities are 
available 
Use genital ulcer flow-
chart 







Patient complains of 
scrotal swelling/pain 




Testis rotated or 
elevated, or history of 
trauma? 
Refer for surgical 
opinion 
• Reassure patient and educate 
• Provide analgesics if necessary 
• Promote and provide condoms 
• Offer HIV counselling and 
testing 
if both facilities are availabl 
Treat for gonorrhoea and 
chlamydia 
• Educate and counsel 
• Promote and provide condoms 
• Partner management 
• Offer HIV counselling and testing 
if both facilities are 
available 
• Review in 7 days or earlier if 
necessary, if worse refer 
 
